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Office Use of the Sedimentation Test 
By IRVING J. WOLMAN, M.D., Brooklyn, New York 


The author has had a number of 
years of postgraduate work in 
pathology and pediatrics. He 
summarizes the third most im- 
portant laboratory test, one 
which may be used by any 
physician in office or home. 


INCE its development 20 years ago, 
the sedimentation test has become 
the third most widely used laboratory 
test, next to the urinalysis and blood 
count. 
What It Indicates 


The test brings to light tissue destruc- 
tion, or catabolism, anywhere in the 
body, regardless of etiology. End-prod- 
ucts absorbed from the site of disturb- 
ance alter the plasma in some way not 
well understood, so that when the blood 
is mixed with an anticoagulant the red 
cells exhibit an unusual tendency toward 
rouleaux formation. Rouleaux will set- 
tle more rapidly in a column of unco- 
agulated blood than will single red cells. 
The larger the rouleaux, the faster the 
rate of sedimentation. 

This increased settling of the red cells 
is no more or less reliable a clinical 
phenomenon than are other objective 
findings shown by patients, such as 
fever, pulse rate and leucocytosis. Of 
itself, an increased rate is not diagnostic 
of specific disease. It serves solely to in- 
dicate the presence of internal disorders 
causing focal or general tissue break- 
down. The only known exception to this 
rule is pregnancy, which after the third 
month induces an accelerated sedi- 


mentation. Anemia, except sickle-cell 
anemia, may exhibit a minor increase. 


Uses 


Some examples of diseases which in- 
volve tissue breakdown and give rise to 
rapid sedimentation are: 1. Acute in- 
fections associated with suppuration 
(such as pneumonia, septicemia, the 
exanthems, mastoiditis, pelvic inflam- 
matory disease, suppurative cholecysti- 
tis, and others); 2. More chronic in- 
fections (such as virus pneumonia, 
tuberculosis, rheumatic fever, syphilis); 
3. Malignant tumors; 4. Cardiac and 
other infarctions; 5. Active nephritis; 
6. Hyperthyroidism; 7. Some inflamma- 
tory forms of arthritis. 

In contrast, diseases which produce 
no extensive tissue breakdown do not 
alter the sedimentation rate. Here, one 
may list: 1. Appendicitis, acute or chron- 
ic; 2. Upper respiratory infections, ton- 
sillitis, laryngitis, sinusitis, and the like; 
3. Abscessed teeth; 4. Peptic ulcers; 
5. Colitis; 6. Jaundice; 7. Allergic dis- 
orders; 8. Malnutrition; 9. Non-necrotic 
benign tumors; 10. Psychiatric disturb- 
ances; 11. Most skin diseases; 12. In- 
active heart disease. 


Use in Chronic Diseases 


The sedimentation test is a helpful 
guide for following the course of patients 
ill with sub-acute or chronic conditions. 
Thus in military establishments the test 
is being applied extensively for follow- 
ing the progress towards recovery of 
virus pneumonia cases. The sedimenta- 
tion rate roughly approaches normal 
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with the clearing of shadows in the x-ray; 
indeed no patient should be considered 
cured until both have become normal. 
In many cases of recovery from acute 
nephritis, the slowing of the rate runs 
more or less parallel to the clearing 
of the urine sediment counts. In sana- 
toria devoted to tuberculosis or rheu- 
matic fever, the sedimentation rate re- 
ceives great weight as a routine index 
of the activity of the infection. With 
all these diseases, this simple blood test 
replaces other more involved and more 
costly diagnostic procedures, thereby ef- 
fecting important savings in time and 
equipment. 


Use as a Screening Method 


Many practitioners use the sedimenta- 
tion test as a screening device for get- 
ting advance information concerning the 
character of patients’ complaints. Blood 
samples are collected and run through 
this test in the anterooms to the doctor’s 
office. Any individual with a rapid sedi- 
mentation test, for no immediately ob- 
vious cause, merits an exhaustive search 
for deep-seated lesions. Only rarely will 
one fail to uncover some pathologic dis- 
turbance on thorough search. 


It should be remembered at all times 
that this is a technical test—not a sub- 
stitute for clinical judgment. As with 
other laboratory aids, a normal result 
occasionally may be obtained in the 
presence of obvious disease which cus- 
tomarily gives abnormal readings. For 
such circumstances, a suggested ex- 
planation is that absorption of toxic 
products from the site of disease is not 
occurring. 

A number of methods have been pro- 
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Fig. 1 illustrates vein puncture and removal 


of 444 cc. of blood 





The Sedimentation Rate 
A Simple, Valuable Office Test 





posed for determining the sedimentation 
rate. All are different, yet each has cer- 
tain merits over the others. In order iot 
to be confused by this diversity, one 
must remember that all measure »ne 
and the same phenomenon, namely, 1ou- 
leaux formation, and that there is <j] 
no unanimity among the experts as to 
which procedure does this most eff c- 
tively. 
Technique 

For routine office use a simple <nd 
easy technique should naturally be 
chosen. For this purpose the Westerg) en 
method may be recommended, since it 
both fits these above specifications «nd 
has the seal of widespread acceptan:e. 
Given the necessary tubes and rack, ony 
intelligent office assistant who knows 
how to perform a venipuncture can le: rn 
in one brief lesson how to fill the «p- 
paratus and record the readings. The 
only reagent is a 3.8% solution of sodium 
citrate, of which 0.5 cc is mixed with 
4.5 cc of freshly drawn venous blood. 
After the blood has been mixed thorough- 
ly with the anti-coagulant, a tube is 
filled, placed in the rack in a vertical 
position, and the drop of the line of cor- 
puscles after exactly 60 minutes is re- 
corded. The normal sedimentation rate 
for men falls in the zone of 0 to 15 mm. 
at one hour; for women, except during 
pregnancy, 0 to 20 mm. Just this single 
figure—the one-hour reading—is taken as 
the measure for sedimentation. With 
every patient having an increased rate 
the test should be repeated once a week: 
the trend of change in the readings will 
reflect the progress or lack of it on the 
part of the underlying illness. 
Sheepshead Bay, U. S. P. H. Hospital 
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Fig. 2 shows the injection of this amount 


of blood ‘into a test tube containing 42  c. 
of sodium citrate solution (42 percent). 
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Fig. 3 depicts the withdrawal of 
the total amount of blood-citrate 
sclution into a Westergren pipette. 


no cc fm Saal Crirale 
and Blood drawn into 


heslergren Pypet. le 











Fig. 4: The pipette is placed in a Westergren rack and allowed to stand for one hour. 
The pipette on the left has just been placed in the rack, the middle pipette has been standing 
for one hour and shows a normal sedimentation of 8 for this patient. The pipette on the right 
has been standing for an hour and demonstrates a fall of the red blood cells to 50, indicating 
the presence of a severe infectious process or malignant tumor in the second patient. 











The Contribution of Aviation Medicine 


to Medical Science 
By CHARLES D. MARPLE, Capt., (M.C.) A.U.S., 


HAT there has been a tremendous 
acceleration in the progress of the 
technological sciences during the present 
world conflict is common knowledge. 
The fact has received ample attention 
in professional journals and in news 
periodicals; the subject is well reviewed 
in G. W. Gray’s “Science At War.”’ 
That medical science has participated 
in this scientific Blitzkrieg should be 
widely recognized from the liberal news- 
space devoted to recent medical ad- 
vances. Among the most widely heralded 
of these advances has been chemother- 
apy with sulphones and _ antibiotic 
agents, the restoration of diminished 
blood volume with blood substitutes, the 
discovery of new parasiticides and in- 
secticides, and the improved methods of 
treating wounds, fractures, burns, and 
traumatic shock. Less well appreciated 
is the share which aviation medicine is 
contributing to the pool of scientific 
knowledge—the facts, technics, and de- 
vices developed for the air forces, but 
applicable to other fields of medical 
science. 
Oxygen Lack 

Aviation medicine is deeply concerned 
with applied physiology. Of particular 
interest is the physiology of respiration 
under conditions of decreased tempera- 
ture and reduced barometric pressure. 
The observation of anoxia produced ex- 
perimentally in the laboratory and in 
the low pressure chamber has been sup- 
plemented by extensive clinical study of 
anoxia occurring among men engaged 
in high altitude flight. New types of 
oxygen apparatus, including improved 
“continuous flow’’ systems, the more re- 
cently invented and more efficient ‘‘de- 
mand” type of mask and regulator, and 
the ‘‘walk around’’ oxygen cylinder, are 
constantly being modified and revised. 
The extended knowledge concerning an- 
oxia and the improved oxygen supply 
devices will be adaptable to the problem 
of anoxia as it occurs in com- 
mercial aviation, in industry, and in 
anesthesiology. 


Hyperventilation Syndrome 

The hyperventilation syndrome has 
been noted frequently in flying person- 
nel, particularly in men suffering from 
airsickness. A definite correlation be- 
tween the appearance of this syndrome 


Santa Ana, California (AAF Hospitals) 
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and the existence of emotional instabil ty 
has been noted, although even the stoi: al 
type of individual may hyperventil:te 
under conditions of abnormal stress. 


Decompression Sickness 

Certain observations concerning ae”o- 
embolism, which is decompression 
sickness occurring under the reduced 
barometric pressure of high altitudes, 
will be of value in the prevention and 
treatment of ‘“‘caisson disease.’’ Selec- 
tion of employees for ‘“‘mudhog’”’ and 
diving operations will be influenced by 
the observation that the incidence of the 
“bends’”’ increase with the age and the 
weight: height ratio of the individual. The 
inhalation of pure oxygen immediately 
prior to high altitude ascensions denitro- 
genates the blood and thus minimizes 
the occurrence of aero-embolism. The 
increasingly efficient and more compact 
oxygen devices utilized in aerial flight 
will find application in underground and 
underwater activities in which decom- 
pression sickness is apt to occur. 

Vasomotor Instability 

Cardiovascular physiology, particular- 
ly the physiology of the vasomotor sys- 
tem, has been studied by the air forces 
since World War I when it was noted 
that vasomotor instability is an import- 
ant factor in the failure of many 
aviators. The high incidence of vaso- 
motor instability among the general pop- 
ulation is best appreciated when men 
are exposed to the physical and emo- 
tional stress of aviation service. Contri- 
butions to the early recognition of this 
condition are of value in civilian occupa- 
tions wherein stability is a prime 
requisite. 

Old Injuries 


Peripheral vascular reflexes have re- 
ceived much attention because of their 
role in the maintenance of body heat and 
in the reaction of the body to intense 
cold. A specific type of frostbite occurr- 
ing at high altitude has recently been 
described by Davis and his coworkers 
(Surg., Gyn., and Obs., December 
1943). The prevention and treatment of 
injuries due to extreme cold has been 
placed on a more rational basis by the 
observation of such injuries incurred by 
flying personnel. Carefully designed 
clothing, including boots, gloves, and in- 
ner and outer garments, some of them 
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heated electrically, can be modified for 
use under similar conditions on the 
eacth’s surface. 


Politerization 


fhe frequent occurrence of areo-otitis 
media and of Aerosinusitis in flying per- 
sonnel has led to a review of the anat- 
oniy and the physiology of the nasal and 
auditory apparatuses. The extreme im- 
pertance of maintaining normal anat- 
or.ical relations and of promoting phy- 
si logical function in these structures if 
disease is to be prevented cannot be 
eniphasized too highly. Air force exper- 
ience reaffirms the effectiveness of po- 
liierization in the treatment of middle 
ear conditions. 

Disturbances of auditory acuity and of 
equilibrium have focused attention on 
the inner ear, the labyrinth, and the 
nerve centers serving the functions of 
hearing and equilibrium. Flight surgeons 
have discovered many facts concerning 
the relation of noise, anoxia, and re- 
duced temperature to loss of auditory 
acuity. A clearer understanding of oc- 
cupational deafness will result from 
data collected by the air forces. The 
importance of the eyes in aviation, ap- 
preciation of which is evident from the 
painstaking ophthalmological examina- 
tion performed on aircrew personnel, has 
initiated studies on depth perception, 
color vision, night blindness, autokinetic 
motion, and a variety of other ophthal- 
mic phenomena. 


Air Sickness 

Gastroenterology has received atten- 
tion in relation to airsickness and to the 
expansion of intestinal gases when baro- 
metric pressure is decreased. Measures 
directed toward the prevention of air- 
sickness may prove of value in the pre- 
vention of other forms of motion sick- 
ness. Severe abdominal distress results 
frequently from the expansion of intes- 
tinal gases during flight. The role of 
diet, alcohol consumption, fatigue, and 
other factors in the formation and ab- 
sorption, or expulsion of these gases is 
being investigated. 

Transportation Accidents 

The effects of great external forces 
upon the human body, particularly those 
resulting from excessive acceleration or 
deceleration, have received attention 
with the view of preventing ‘‘blackouts’’ 
during acrobatic maneuvers and of min- 
imizing the injuries which result from 
the tremendous decelerating forces ex- 
perienced in aircraft accidents. Conclu- 
sions drawn from the reports of many 
aircrew members and from the investi- 
gation of numerous aircraft accidents 
have led to the design of much safety 


equipment and to the formulation of 
proper disposition and posture of per- 
sonnel in aircraft for which a crash is 
imminent. This information applies, not 
only to aviation, but to all forms of 
transportation which perform at high 
speeds. 


Relatively few pharmacological dis- 
coveries have been advanced by aviation 
medicine, wherein emphasis is placed 
on preventive measures. Benzedrine 
sulphate, the indiscriminate use of which 
has led to professional disfavor, has 
been found to be a safe and efficient 
drug for the temporary alleviation of 
mental and physical fatigue. The atro- 
pine group has been studied in relation 
to chronic airsickness. The deleterious 
effects of the sulphones, particularly the 
loss of judgment and_ coordination 
among aircrew personnel who receive 
these drugs, has been reviewed. Nixon, 
et.al., from an Air Force Regional Sta- 
tion Hospital, have reported the value 
of sulphadiazine in preventing the septic 
deaths which occur in agranulocytosis 
due to previous administration of the 
sulphones. 


There have been important contribu- 
tions by the air forces to psychology and 
psychiatry. Aptitude tests have been de- 
veloped and are used in the selection 
and assignment of aircrew candidates. 
Trainees are faced with a barrage of 
tests designed to determine intelligence 
and judgment, perception and observa- 
tion, and psychomotor coordination. A 
remarkable correlation is discerned be- 
tween the results of these tests and the 
subsequent success, or failure’ in 
training. 

Occupational Fatigue 


Psychoneuroses, and personality or ad- 
justment problems are commonly dis- 
closed under the conditions of aviation 
service. The influence of noise, discom- 
fort, physical fatigue, and boredom in 
the production of pilot fatigue, a form 
of occupational fatigue, is pertinent to 
similar conditions encountered in hazar- 
dous and monotonous civil occupations. 


The pathological changes produced by 
exposure to extreme cold have been ob- 
served in large numbers of men and the 
pathological picture of high altitude 
frostbite has been described. Knowledge 
of immersion foot has been supplement- 
ed by observation of aircrew members 
forced down at sea. Never before has 
there been such an opportunity for col- 
lecting information and statistics on the 
pathological effects of high external 
pressures, particularly to the effects of 
rapid deceleration. The dramatic des- 
cription of bizarre injuries produced by 
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forces only rarely encountered in civil 
life has developed an unprecedented ap- 
preciation of the problems involved in 
the protection of individuals exposed to 
aircraft accidents. 


Air Ambulance 

Aerial relief and aerial evacuation are 
firmly established medical aids which 
can be immediately applied to civilian 
needs. There is standardized lightweight 
equipment designed for use in all types 
of air transport planes. There are rela- 
tively large numbers of physicians, 
nurses, and non-technical personnel 
trained in the technique of air evacua- 
tion. The previously held fear that the 
wounded and the ill could not survive 
the effects of flight at relatively high 
altitudes has been entirely dispelled. As 
a matter of fact, aerial medical services 
have, in the space of four years, evolved 
from a state of crude pioneering to a 
state of advanced perfection. Such serv- 
ices will play an important role in the 
medical economy of postwar years. 


Preventive medicine and public health 
have benefited from aviation medicine. 
Standards of fitness have been revised 
in the light of our present experience. 
The unusually thorough physical exam- 
ination of aviation applicants and the 
maximum attention paid to the physical 
condition of men in the air forces has 
paid and will continue to pay large 
dividends. The effects of noxious gases 
and of industrial poisons, particularly 
solvents, has been reviewed extensively. 
The problems of regional medicine, arc- 
tic and tropical, which have confronted 
the military services in general, have 
frequently been attacked along novel 
and independent lines by aviation 
medicine. 


Advances in internal medicine have 


related almost exclusively to the art of 
physical examination and _ diagnosis, 
with emphasis on the utilization of ‘he 
simpler methods and instruments. There 
have been few surgical problems pecul- 
iar to aviation medicine, although 
special techniques have been developed 
in certain instances. The confined space 
within aircraft has necessitated the de. 
velopment of special techniques and of 
special equipment for first-aid treatment 
of wounds and burns. Several methods 
for definitive treatment of burns have 
been developed independently by air 
force medical personnel. 


Much medical equipment has been re- 
designed for transportation by, or use in 
aircraft. Lightness in weight and com- 
pactness are the prime considerations. 
The first-aid kits designed for aircraft 
are suitable for use in vehicles of all 
sorts and in situations where weight and 
size are important considerations. 


An important contribution by aviation 
medicine is the provision of graduate 
training to thousands of physicians in 
military service. Both specialists and 
general practitioners attend courses pre- 
sented at the schools of aviation med- 
icine operated by the army and the 
navy. These programs not only review 
intensively general medicine and pertin- 
ent specialties, but also provide instruc- 
tion on material which is not ordinarily 
taught in the orthodox schools of med- 
icine. Furthermore, the flight surgeon, 
in his daily task, is faced with a variety 
of problems unheard of in civilian medi- 
cal practice. Eventually the air forces 
will release a large group of physicians 
who will have an increased medical 
knowledge, a broadened clinical experi- 
ence, and a more cosmopolitan outlook 
in professional matters. 


Management of Enuresis 


In all cases not responding to three 
or four months of intensive medical ther- 
apy or psychotherapy, a thorough uro- 
logic examination should be carried out. 
About 1 in 7 of these children cannot 
empty his bladder completely, that is, 
there is residual urine, and in many oth- 
ers grave urologic lesions will be dis- 
covered. In females, a tight urethra with 
trigonitis is the commonest lesion found. 
In males, inflammatory and obstructive 


lesions of the prostatic canal and bladder 
outlet rank first. Most of these respond 
rapidly to urethral dilatation, with or 
without chemotherapy, but urethral 
valves, contracture of the besical outlet 
and hypertrophy of the verumontanum, 
can only be eradicated by transurethal 
electrosection with miniature instru- 
ments.—M. F. CAaMpBELL, M.D., in 
M.D. in Med World (Lond.), Mar. 3, 
J. A. M. A., Nov. 6, 1944. 





The Clinical Symptonis of Arteriosclerosis* 
By ALBERT MUELLER-DEHAM, M.D., New York, N.Y. 


HE clinical picture of arteriosclero- 

sis is a conglomerate which shows 
many facets but no definite outline. This 
assertion derives from the fact that only 
some of its localizations and complica- 
tions produce any distinct clinical symp- 
toms; the arteriosclerotic process in it- 
self does not. 


This refers in the first place to the 
mediasclerosis and calcification of the 
middle sized peripheral arteries — to 
the -Moenckeberg type. Conspicuous tor- 
tuous vessels on the temples or the 
arms, even a pipestem radial artery, 
are clinically irrelevant and allow no 
conclusion to be drawn as to the state 
of the arteries within the body. These 
alterations are found in individuals of 
later years who feel healthy and work 
efficiently. Complications due to this 
form are rare. One occasionally sees an 
arterial thrombosis of the temporal ar- 
tery causing persistent headache, which 
can be relieved by the excision of the 
thrombosed part. Thromboses may also 
be encountered in the axillary or bra- 
chial arteries, which are, however, fol- 
lowed by the development of a sufficient 
collateral circulation. But these are rare 
exceptions. 

The significant forms of arteriosclero- 
sis are: The intimal arteriosclerosis of 
the large and middle sized vessels, the 
atheromatosis, and the sclerosis of the 
smallest branches. 


Beginning now with the heart itself, 
it is unfortunate that the coronary arter- 
ies are, as a rule, so early and 
markedly affected. Roessle found ar- 
teriosclerotic changes most pronounced 
in the descending branch of the left cor- 
onary, in 27% of patients between 30 and 
35 years old, and 50% between 45 and 
50 years of age. 

There is no need to dwell on the clini- 
cal picture of angina pectoris and cor- 
onary occlusion. These facts are uni- 
versally known. It is unlucky that the 
coronary vessels function as end arteries 
to such a degree, at least in the case 
of sudden occlusion or narrowing, so of- 
ten causing early sudden death or lasting 
heart failure. Anatomical consequences 
are: Scarring, fibrosis, thinning and 
fatty infiltration of the wall, and the 
formation of heart aneurysmas. Slow 
narrowing may lead to an extensive col- 
lateral circulation, even compensating 


*Read at the Annual Meeting of the New 
York Cardiological Society, April 27, 1943. 


the total occlusion of a main branch. 
This has been amply demonstrated by 
Bloomgart and others. It explains the 
quite different fate of patients with ex- 
tensive coronary disease. 


Silent Coronary Occlusion 


A considerable number of coronary 
occlusions are silent. The amount of this 
group, relatively small in younger years, 
reaches a very considerable percentage 
in senility. Very often old scars or more 
recent alterations are found without a 
corresponding clinical story. 

Coronary failure and arteriosclerosis 
often lead to arythmia; the necrotic pro- 
cess involves the conductivity system. 
The rhythmical activity of secluded 
parts discharges itself in ectopic beats. 
Affections within the auricles produce 
auricullar fibrillation; those of the 
main branches of the conductive system 
are manifested by intraventricular 
block, or incomplete—even complete— 
dissociation between the ventricular and 
auricular beats. 

Arteriosclerosis of the small heart ves- 
sels plays an important role in the 
causation of circulatory insufficiency. 
One may see two hearts at autopsy, 
identical in the moderate degree of ar- 
teriosclerosis and hypertrophy, without 
visible myocardial alterations. But while 
the one heart functioned well, the second 
patient died of cardiac failure. The ex- 
planation often lies in the finding of ad- 
vanced arteriosclerosis of the small ves- 
sels in the weak heart. 

Cardiac Valves in the Aged 

Stiffening and loss of elasticity of the 
heart valves is a sign of ageing. It is 
questionable whether calcification and 
lipoid infiltration of these structures 
should be placed under the heading of 
arteriosclerosis, but they certainly de- 
serve mention. Such alterations are 
mainly seen in the left heart; those of 
the mitral valves may cause systolic 
murmurs, an indistinct first sound, and 
even a functional mitral insufficiency. 
The analogous changes in the aortic 
valves may produce systolic murmurs. 
Christian describes slight aortic stenosis 
due to calcification of the valves. Aortic 
insufficiency on the basis of arterioscler- 
osis is rare, it is either caused by 
marked dilatation of the aortic ring or 
by malformation of the valves owing to 
calcification. The diagnosis may be con- 
sidered when an aortic insufficiency de- 
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velops in advanced years in a formerly 
normal heart without any signs of lues, 
endocarditis or trauma. 

Arteriosclerosis of the Aorta 

Arteriosclerosis of the aorta is gen- 
erally more extensive and advanced in 
the distal sections, but the clinical signs 
depend mainly on the affection of the 
central parts of this organ. 

The condition must be differentiated 
from the normal senile widening of the 
aorta. The only pathognomonic sign is 
the x-ray demonstration of calcification. 
Dilatation of the aorta is a valuable help 
for diagnosis, but only in relatively ear- 
lier years. Furthermore, the evaluation 
demands the exclusion of aortic lues and 
due consideration of a transverse heart 
position, and must not be deceived by 
the influence of a highstanding dia- 
phragm on the appearance of the aorta. 
Physical examination frequently shows 
increased pulsation in the jugular area, 
an accentuated and ringing second aortic 
sound, sometimes systolic murmurs. The 
two first signs are only of value when 
the blood pressure is normal, systolic 
murmurs must be differentiated from 
those of luetic origin and those from aor- 
tic endocardic stenosis. 


It is easier to explain a moderate rise 
in blood pressure than its frequent nor- 
mality. Physical considerations suggest 
that loss of the aortic elasticity must 
be followed by a higher rise and deeper 
fall of the blood-pressure. But the widen- 
ing of the aorta and increased tonus of 
the vessel muscles are compensating 
elements. When the pathology is further 
accentuated by arteriosclerosis, a rise 
of the blood-pressure seems to be the 
natural sequence. Normal blood-pres- 
sure, even in cases with advanced alter- 
ation, is, however, a frequent fact. Sub- 
jective symptoms are some _ indistinct 
substernal sensations and a general loss 
of bodily efficiency on exertion. 


The Aorta at 75 


The ascending aorta of people who 
live at 75 years and over is usually 
free of advanced arteriosclerosis, as 
Erdheim used to explain. Atheromatous 
ulcers often develop in the distant part 
of the organ, not infrequently forming 
the starting point of thrombi which may 
extend to the renal, iliacal or femoral 
vessels, and may lead to their occlusion. 
They may also be the source of embo- 
lism, mainly to the legs, with subsequent 
circulatory damage and gangrene. 

Aneurysms of the aorta, both of the 
diffuse and of the dissetant type, occur; 
also ruptures of the organ on the basis 
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of arteriosclerosis, but these are ex- 
tremely rare. The luetic etiology predo- 
minates by far. In addition, many ip- 
stances which are non-luetic, and have 
been reported as arteriosclerotic in ‘or- 
mer times, belong to the rare disease 
of idiopathic cystic medionecrosis as 
described by Erdheim. The diagnosis of 
an abdominal aneurysm is made 
often where only a dilated, curved, 
displaced abdominal aorta obtains. 


Sometimes arteriosclerotic dilatations 
of one of both carotid arteries are en- 
countered. When the region of the carvtid 
sinus is affected, the rare picture of the 
carotid syndrome may develop. Pressure 
on this region, either voluntary or acci- 
dental, elicits fits of syncope and transi- 
tory heart stand-still not unlike Adams- 
Stokes attacks. 


Sclerosis of Cerebral Arteries 

One of the major topics is the arterio- 
sclerosis of the brain arteries. The 
discussion of any role which sclerosis of 
the brain vessels may or may not play 
in hypertension must be postponed. A 
description of cerebral accidents, their 
different localizations and signs, would 
only be tedious; a few points will be 
mentioned. The first is that, with excep- 
tion of extreme cases, the clinical differ- 
entiation between hemorrhage and en- 
cephalomalacia (softening of the brain) 
is mere guesswork and quite unreliable. 
Both the onset and the course of such 
seizures are much more dependent on 
the size and rapidity of the lesion than 
on their pathological character. More- 
over, if both arteriosclerosis and hyper- 
tension are present, it is impossible to 
define the role played by either of them 

The second point is the anatomical 
source of bleeding. Ruptures of an ar- 
teriosclerotic vessel are very often not 
demonstrable. It is a moot question 
whether, in such cases, the point of 
rupture is obscured by subsequent necro- 
sis, or whether the bleeding is not due to 
a secondary and multicentral hemorr- 
hagic infarction following vessel occlu- 
sion owing to thrombosis and angio- 
spasm. Thirdly, edema of the brain may 
simulate all the signs of a focal altera- 
tion. It is never safe to diagnose a 
cerebral accident when the signs occur 
in the last days of life in an individual 
who is either senile, cachectic, or in 
cardiac failure. One may find only swell- 
ing and edema of the brain. 

Some help for the diagnosis of cerebral 
arteriosclerosis is the demonstration of 
distinct-alterations in the retinal vessels. 
Retina and brain are of the same 
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emvryological origin. This consideration, 
anc some factual findings, allow a cau- 
tious inference to be drawn from the 
fundus aspect indicative of the state of 
the brain arteries. 


Clinical Picture 

The clinical picture of general brain 
arteriosclerosis varies greatly. There 
mey be no sign whatever. I have seen 
the autopsy of an eminent scientist of 
65 years, who worked 14 hours daily 
until his last day, with unabated inten- 
sity and quality. He had no cerebral 
complaints or indications and died sud- 
denly from a coronary infarction, but 
he showed a quite unusual degree of gen- 
eral arteriosclerosis in the brain. The 
somatic symptoms usually include head- 
aches—often persistent—a feeling of 
emptiness and dullness, giddiness, sen- 
sations of weakness and instability, dis- 
turbances in the visual field. True ver- 
tigo is rare, fatiguability increases. The 
psychic potential regresses, especially 
memory and concentration, words be- 
come elusive. Temper grows labile, irri- 
table or depressed, and the less agree- 
able elements of the character dominate. 
The patient may turn lachrymose and 
sentimental, or he may be very quiet, 
taciturn, and inverted. Arteriosclerosis 
often shares these general symptoms 
with senility itself, many of them are 
also common in hypertension. If one of 
these combining factors is present, a 
clear repartition of the symptoms to the 
different elements is hardly feasible. 


Pseudoneurasthenia in Old Persons 


Some syndromes demand special men- 
tion. One is pseudoneurasthenia. The 
suspicion of a latent brain arterioscler- 
osis must always be in the physician’s 
mind when a typical neurasthenia and 
hypochondria develops in the later half 
of life. The conception may be wrong, 
it may be only a reaction to overwork, 
to emotional strain, to hormonal changes, 
and all the symptoms may disappear 
after proper rest, rearrangement of life 
and adequate sedation. But the symp- 
toms may also persist, acquire a peculiar 
monotonous or bizarre coloring, combine 
themselves with organic or psychotic 
signs ending with a cerebral accident or 
one of the severer types of arterioscler- 
otic cerebral disease. 

One of these forms centers about mus- 
cular rigidity. Slow movements, staring 
eyes, lack of expression, disturbances of 
gait are the fundamental traits. They 
may amount to the typical picture of 
arteriosclerotic paralysis agitans, or to 
the hypomimetic type with a loss of emo- 


tional and motoric spontaneity, often 
with relatively intact intellectuality, and 
may end in a catatonic picture. Pupils 
often become narrow, their reaction 
sluggish, and an equivocal Babinski re- 
flex can be observed. All these signs 
are mainly connected with arterioscler- 
osis of the mid-brain which leads fre- 
quently to the so-called state locunaire 
and cribble of the brain. The first term 
means the formation of necrotic cysts 
following occlusion of small vessels; the 
second indicates small irregular herds of 
perivascular atrophy. Analogous altera- 
tions closer to the medulla cause bulbar 
symptoms with dysarthric speech, dis- 
turbances of swallowing and _ tongue 
movements. 


The arteriosclerotic psychoses are 
mainly characterized by general mental 
depravation in combination with focal 
lesions and other somatic signs of arterio- 
sclerosis. Loss of memory and orienta- 
tion, inability to concentrate, emotional 
instability, perverted imagination, sleep 
disturbances, night excitement, unclean- 
liness, changes in character and moral- 
ity are frequent. We often find some 
mental faculties well preserved, while 
others are gravely decreased. Involun- 
tary laughing and crying, childish be- 
haviour, apractic traits are all common 
psychic symptoms. 

All these signs may also be observed 
in senility on the basis of brain atrophy 
without marked vessel alterations. The 
time of onset, the focal and bodily symp- 
toms are the only moments of distinc- 
tion. Analogous difficulties bring the cere- 
bral derangements of hypertension. The 
recognition of the rare entities of Alz- 
heimer’s and Pick’s disease demands the 
cooperation of an expert psychiatrist, 
but probably, if several were to be 
asked, their opinions would not always 
coincide. Alzheimer’s disease is a pre- 
mature senile dementia; Pick’s disease 
is a marked atrophy of the forebrain 
with a peculiar form of aphasia and gen- 
eral, f.i. apractic symptoms. 


In the upper extremities, the frequent 
differences of the pulse size in one brach- 
ial or radial artery are often due to 
arteriosclerosis. Some authors describe 
an arteriosclerotic neuritis and demon- 
strate pathological findings. But this 
picture is clinically very indistinct and 
usually evades diagnosis. The same ap- 
plies to the sequelae of arteriosclerosis 
in the spinal cord. 


Abdominal Arteriosclerosis 


In the intra-abdominal region the af- 
fection of the spleen arteries is very 
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common, but is not accompanied by clini- 
cal signs; Alteration of the pancreas 
vessels may be one of the reasons of 
diabetes in advanced years. Liver and 
intestinal vessels are generally free from 
marked arteriosclerosis. Changes in the 
small intestinal branches may lead to 
meteorism and distension. Only a dis- 
tinct reaction to vasodilatory drugs com- 
bined with non-reaction to the usual 
treatment strengthens the suspicion of 
such a causation. 


Abdominal Pain Due to Arteriosclerosis 

Ortner describes the syndrome of in- 
termittent arteriosclerotic intestinal dys- 
pragia. It consists of attacks of abdom- 
inal pains with distension, and often 
dyspnea. He compares this with the in- 
termittent limping of the lower extrem- 
ities, and finds its cause in arterioscler- 
osis and spasms of the mesenteric ves- 
sels. The syndrome is rare, but it does 
occur. The diagnosis is difficult, espec- 
ially the differentiation from angina pec- 
toris and the more ordinary abdominal 
colics. The main help is the efficiency 
of vasodilatory medication, also its pro- 
phylactic effect combined with a normal 
electrocardiogram, especially during an 
attack. The proof is marked arterioscler- 
osis of the splanchnic vessels on autopsy 
with absence of significant coronary 
alteration. 

Occlusion of mesenteric vessels with 
the corresponding grave clinical picture 
may develop through thrombosis of a 
diseased branch. When an ulcer of the 
stomach or of the intestines erodes an 
arteriosclerotic artery, the bleeding may 
be very persistent, even fatal, without 
surgical intervention. Also non-ulcerous 
intestinal sclerotic hemorrhages occur 
spontaneously in senility. 

Renal Arteriosclerosis and Hypertension 

The affection of the kidney branches is 
of great frequency and importance. It 
is connected with the problems of renal 
and general hypertension. Arterioscler- 
osis of the large arteries is an almost 
invariable feature of senility. The major- 
ity of these cases, and a very consider- 
able percentage of those with marked 
arteriosclerosis, show no significant in- 
crease of blood-pressure in this phase 
of life, and even many cases of con- 
tracted kidney are met in autopsy which 
had had a normal blood-pressure. Moder- 
ate disturbances of kidney function, a 
trace of albumen and insignificant sedi- 
ment are the only signs. It appears that 
the senile kidney does not always pro- 
duce efficient pressure substances. Ar- 
teriosclerotic stenosis or thrombosis only 
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rarely imitates the Goldblatt experiment 
of clamping down one main branch of 
the renal artery with the subsequent 
permanent rise of blood-pressure. No one 
can doubt the existence and frequency 
of renal arteriosclerotic hypertension 
which leads to the vascular type of con- 
tracted kidney and may end in malig- 
nant hypertension. However, the essen- 
tial problem is, whether the majority of 
the cases of essential hypertension are 
of renal or non-renal origin. Under the 
influence of Goldblatt and the subse- 
quent experimental work on renal pres- 
sure substances there is a strong, but 
not undisputed, trend in American liter- 
ature to the renal hypothesis. Sclerosis, 
hyalinization, and fibrosis of the small- 
est vessels, the arteriocapillary fibrosis 
ot Gull and Sutton, have all been demon: 
strated in hypertensive cases both in the 
kidney as throughout the body in men. 
The same alterations can be produced 
artificially on animals by curtailing the 
kidney circulation. These findings are 
suggestive, but we must remember that 
lasting hypertension can be elicited by 
different methods with the same regular- 
ity, for instance, through the appropri- 
ate deposition of kaolin within some 
parts of the brain. 


Dismissing the rarer cases of hyper- 
tension on the basis of hormonal dis- 
turbances, e.g. the Cushing syndrome, 
we have the second competitive theory 
of central hypertension. Statistical stud- 
ies show that macroscopic brain arterio- 
sclerosis is more frequent in hyperten- 
sive cases than in those with normal 
blood-pressure. Analogous miscroscopic 
findings have been reported. 

Further arguments are furnished by 
the demonstrated hyperexcitability of 
the human vasomotory centers to differ- 
ent agents in the early stages of hyper- 
tension, and the distinctive influence of 
sedation in the same phase. The central 
hypothesis has two variants. The first 
makes arteriosclerotic and_ sclerotic 
changes in the vessels supplying the 
vasomotory centers responsible. The sec- 
ond infers that the disease begins often 
as an inherited functional central dis- 
order of the blood-pressure regulation, 
which leads only secondarily to ana- 
tomical alterations of the smallest ves- 
sels and to involvement of the kidney. 
I incline personally to the latter view, 
but I willingly concede that the problem 
is not yet solved. Even therapeutical 
successes with renal antipressor sub- 
stances constitute no convincing argu- 
ment for renal origin. Their effect could 
be peripheral, consisting of inhibition of 
















LEADING ARTICLES 51 


central constrictory impulses. Only a 
demonstration of renal pressor sub- 
stances during the early stage of the 
disease would constitute a decisive find- 
ing. In the later periods, it could be 
explained as a secondary kidney reac- 
tion. But such a demonstration is lack- 
ing even in later phases. Our theoretical 
conceptions sometimes run in cycles. 
The separation of arteriosclerosis from 
hypertension and the distinction of renal 
and essential hypertension was an out- 
standing achievement of the last genera- 
tion of internists. Today their work is 
partially undone. But perhaps the term 
“cycles” is somewhat unjust and the 
comparison with a spiral would be bet- 
ter, seeing that the renal theory of 
today and of yesterday are not quite 
identical, However that may be, we 
recognize at present the different types 
of renal hypertension and an essential 
form of unknown origin. It is probable 
that the study of the initial stages rather 
than that of the advanced disease will 
give the clue. 


The frequent association of hyperten- 
sion with gross arteriosclerosis is not 
merely the accidental combination of 
the two most frequent circulatory alter- 
ations of advanced years, there is prob- 
ably also some causative relation of hy- 
pertension to arteriosclerosis. It is not 
obligatory to agree with the contention 
of Moschkowitz who maintains that ar- 
teriosclerosis is mainly caused by hyper- 
tension, but one may follow his argu- 
ments so far as to admit that true ar- 
teriosclerosis is advanced by hyperten- 
sion. The study of the localization of 
arteriosclerosis gives ample proof to the 
opinion that mechanical stress plays an 
important role in its development. Now, 
hypertension means a general increase 
of mechanical stress. But it is only one 
of the furthering factors, others are 
chemical, such as the influence of nu- 
trition, diabetes, gout, lead, and so on. 
Or they are constitutional and hormonal, 
represented by the role of heredity, the 
early arteriosclerosis observed in Cush- 
ing’s disease, in acromegaly and myx- 
edema. Also some products of the adren- 
als, some sterones, are accused. 


Senile Uterine Bleeding 


Arteriosclerosis of the glands with in- 
ternal secretion is not infrequent, but 
only exceptionally does it lead to distinct 
clinical signs. Some uterine bleedings of 
senile women, the so-called uterine apo- 


plexy, are probably of arteriosclerotic 
origin. 


Intermittent Limping 

A description of the signs of arterio- 
sclerosis in the lower extremities with 
the arteriosclerotic type of intermittent 
limping, of thrombosis, vessel occlusion, 
and gangrene is unnecessary. All this 
is too obvious. The clinical judgment 
is based primarily on the aspect of the 
limb, its temperature, the absence of 
peripheral pulsation, and the reaction 
to exercise. It is supplemented by x-ray 
examination and functional tests. Note- 
worthy is that spastic disorders of the 
vessel muscles must be of some im- 
portance in these affections, else the 
signs and symptoms could not be so 
changeable as they are, and our treat- 
ment would be less effective than it is. 

The pulmonary circulation is perhaps 
the best example for mechanical influ- 
ence. The development of arterioscler- 
osis depends mostly on pulmonary hyper- 
tension and congestion. It is seen most 
frequently in cases of severe mitral 
stenosis. Other instances are furnished 
by congenital anomalies of the pulmon- 
ary artery and open Ductus Botalli; fur- 
ther, fibrosis of the lung, extensive bron- 
chiectases, compression by kyphoscoli- 
osis, and so on. The affection is met in 
younger persons. It is peculiar and also 
thought-provoking that chronic emphy- 
sema, with its increased pulmonary, re- 
sistance does not lead more often to a 
high degree of this alteration. 

Signs of Pulmonary Sclerosis 

Clinical signs of pulmonary sclerosis 
are: the roentgenological signs of dila- 
tion of the pulmonic artery, an unusual 
degree of accentuation of the second 
pulmonary sound, the tendency to cyan- 
osis, bleeding, and attacks of dyspnea. 
There is also a rare primary form where 
the small vessels are extensively af- 
fected, but it is questionable whether the 
majority of these cases belong to true 
arteriosclerosis or to the inflammatory 
diseases of the vessels. 

What we call ‘‘arteriosclerosis’”’ is not 
an entity. For the pathologist, it is ath- 
eromatosis, mediasclerosis, and sclero- 
sis of the smallest vessels. The physician 
does not deal with an abstract picture 
of general arteriosclerosis, but with the 
single patient who shows the signs of 
one or more distinct localizations. He 
must remember that arteriosclerosis is 
often a silent disease, that its real ex- 
tension and degree frequently remains 
obscure, that it shares its signs with 
other diseases. But, fortunately, there is 
usually a way out of these diagnostic 
difficulties. 

239 Central Park West. 





Modified Surgical Treatment for 


Trifacial Neuralgia 
By JULIOUS R. BOURGOYNE,* B.S., D.D.S. 


RIFACIAL neuralgia remains. the 

doctor’s dilemma when speaking of 
basic etiology and ideal treatment. The 
name tic douloureux has also been ap- 
plied to this condition. It is defined as a 
spasmodic neuralgia of any or all divi- 
sions of the fifth cranial nerve. The ap- 
parent results do not indicate the amount 
of diligent research work that has been 
done on this problem, and as yet no 
medicament has been found that will 
permanently relieve the excruciating 
pain. Some cases are treated locally to 
give slight, temporary relief, but in 
each case there is a necessity to eventu- 
ally revert to surgery. 


The ideal treatment for trifacial neu- 
ralgia would be a drug that could be 
administered orally. There has been an 
attempt in this direction with vitamin B 
complex, but to date no definite results 
have been obtained from its use. 

Surgery must be accredited first place 
in the treatment of trifacial neuralgia. 
The most successful method of surgery 
has been found to be resection of the 


posterior root of the fifth cranial nerve 
of the side affected. The operation is 


very radical, and the patient has a 
complete loss of sensation of the entire 
side of the face and mouth. The patient 
is then rendered free of his pain which 
has been the cause of great discomfort 
and embarrassment, but he is deprived 
not only of pain but of all other sensa- 
tion in that area. 

It is generally acknowledged that tri- 
facial neuralgia manifests itself with a 
trigger point at some position on the 
face. Most often, the point is found to be 
in the area of the mental foramen, and 
it is in these particular cases where 
the contention is made that resection of 
the posterior root of the fifth cranial 
nerve is too radical and is an injustice 
to the patient. 

There is no doubt that the mandibular 
nerve regenerates rapidly in the mandib- 
ular canal. This is evidenced frequently 
in connection with fractures of the man- 
dible where the nerve is severed. In 
such cases, sensation usually returns 
within a few weeks. Contrary to the 
rapid regeneration in this area, when 
there is an injury to the mandibular 
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nerve proximal to its entrance into the 
mandibular canal, the return of sensa- 
tion requires a much longer period of 
time. 


Several cases have come under my 
observation where there was a partial 
loss of sensation due to a direct stabbing 
of the mandibular nerve during the pro- 
cedure of a mandibular injection. Even 
though the nerve was not severed, six 
to ten months were required to regain 
normal sensation which lends furiher 
justification to this modified operation 
to be described. 


Sensation may be disturbed, and in 
some cases favorable results obtained, 
with 95 per cent alcohol injections into 
the area of the nerve. This technique, 
though often used, is inferior to surgery 
because the blood vessels of that region 
are destroyed and the scar tissue be- 
comes abundant. The other disad- 
vantages are: 1. The duration of anes- 
thesia is approximately one-third that of 
cases approached surgically in the men- 
tal foramen area. 2. As the number of 
injections increases, the amount of palli- 
ative effect decreases. 3. On some occa- 
sions, there is a sloughing of the tissues. 
In my experience, there has been no 
infection or ill effects upon the tissue 
under surgical treatment. 


There has been some success in re- 
lieving pain which originated in the 
mandibular area by intra-oral resection 
of the mental nerve. If approximately 
one-half inch of the mental nerve is 
removed, as it leaves the mental fora- 
men, there will be absence of pain 
for a period of time up to one and 
one-half years at which time the opera- 
tion must be repeated due to the re- 
generation of the nerve. I have used 
this technique with a minimum number 
of undesirable postoperative results. 
However, upon performing the second 
operation an abundance of scar tissue 
was encountered. The advantages of this 
operation are: 1. The area of traumatized 
tissue is small. 2. There is no dis- 
figurement of the face. 3. The pain is 
stopped immediately upon severence of 
the mental nerve. 4. The operation may 
be done under local anesthesia thus 
allowing the patient to immediately re- 
turn to his duties. 
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Modified Surgical Treatment 


The most radical and the most con- 
servative surgical treatments for tri- 
facial neuralgia are mentioned above. 
I would now like to offer the technique 
of a modified method in the surgical 
treatment of these cases, the results 
of which I have found to be very gratify- 
ing. It was used, for the first time, only 
two and one-half years ago, therefore 
the duration of its effects is not yet 
known. It can be said, however, as 
proved by the patients on whom it was 
performed, that the duration of its suc- 
cess will exceed two years. 

General anesthesia with the patient 
in a reclining position is preferable for 
the operation. It has been performed 
successfully under local anesthesia in 
the dental chair with very little post- 
operative pain. 


The Operation 


A vertical incision is made through 
the mucous membrane and muscula- 
ture, extending from the lower end of 
the anterior border of the coronoid pro- 
cess, along the anterior border of the 
ramus, (but slightly medially or lin- 
gually), and down to the area of the 
third molar. Care must be taken not 
to extend the incision too far distally 
because if this is done the lingual nerve 
would be endangered. Through the use 
of the dental periosteotome, the tissues 
are retracted from the ramus lingually, 
thereby exposing the lingual and mandib- 
ular nerves and vessels. 


With the aid of a suture carrier, a 00 
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Fig. 1. Relation of the suture carrier to 
the structures in the area of the opera- 
tion. 


Fig. 2. The blackened area represents 
the portion of the mandibular nerve that 
is removed. 


chromic gut tie is looped around the 
lingual nerve to act as a retractor thus 
minimizing the possibilities of injury to 
this nerve. With a suture carrier another 
loop is carried around the mandibular 
nerve as high as possible and tied 
tightly so that it will not slip. (See Fig. 1) 
The nerve is then withdrawn slightly 
from the mandibular canal and severed 
at the mandibular foramen. The nerve 
is then severed again slightly above the 
suture. Approximately two centimeters 
of the nerve are removed, thus leaving 
some distance between the nerve ends. 
(See Fig. 2) The ties, from the mandib- 
ular and lingual nerves, are removed 
and the area closed. 

Only two superficial sutures are nec- 
essary to hold the incised margins of 
the mucous membranes together so that 
there may be healing by first intention. 


Conclusion 


Perhaps, the modified technique des- 
cribed above will be seen later as a 
slight advance in surgical treatment for 
tirfacial neuralgia due to the simplicity 
of the operation, and the possibility of 
the long duration of its effect. 


To date, surgery is the only treatment 
to which trifacial neuralgia responds 
favorably, but in gaining freedom from 
pain something very dear to the patient 
is lost, that is sensation. Until the time 
when a treatment is devised or dis- 
covered which will leave no reminding 
traces of the condition, the results cannot 
be termed a total success. 





Ultraviolet Blood Irradiation Therapy 
(Knott Technique) 


By GEORGE MILEY, M.D., 


Definition 

LTRAVIOLET blood irradiation 

therapy, or the Knott thechnique of 
ultraviolet blood irradiation, consists of 
withdrawing and citrating approximately 
1/25th of the total blood volume of a pa- 
tient and immediately passing the 
citrated blood through a Knott hemo- 
irradiator, a precision machine which 
automatically, safely and efficiently ex- 
poses the citrated blood to high intens- 
ity ultraviolet rays and returns it im- 
mediately to the patient’s venous circula- 
tion. 

Historical Development 


The first report of the use of this 
method was made in 1934 by Knott and 
Hancock! who observed dramatic recov- 
ery following its use in each of two 
patients suffering from apparently hope- 
less septicemia. No further work was 
reported until 1939 when the author? re- 
ported an increase in venous oxygen 
values following clinical application of 
the technique in various unrelated path- 
logical states. 

In 1940 Barrett’, and Miley4 working 
independently made certain preliminary 
observations in which they used ultra- 
violet blood irradiation therapy in a 
few cases of acute pyogenic infection. 
Briefly these were as follows: 


1. A rapid and efficent control of bac- 
terial invasion and proliferation was 
apparent. 


2. A marked detoxifying effect ap- 
peared within 24-48 hours after ultra- 
violet blood irradiation. therapy, as evi- 
denced by the rapid subsidence of such 
toxic symptoms as nausea, vomiting, 
fever, rapid pulse and respiratory rates, 
mental confusion or coma. 

3. Convalescence time seemed appre- 
ciably shortened. 

4. Complete absence of any untoward 
effects. 

The use of ultraviolet blood irradiation 
therapy was found to be of definite value 
in the treatment of puerperal sepsis 
and the clinical response was  simi- 
lar to that reported earlier. 

As the result of studies made over a 
two year period on the hemoglobin con- 
tent, erythrocyte and leukocyte structure 
of 215 patients, I reportedé that no 
harmful changes could be found follow- 
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ing the use of ultraviolet blood irradia- 
tion therapy. 


Rebbeck?’, first demonstrated the pre- 
operative protective effect following the 
use of this method in 21 cases of post- 
abortional sepsis. 


As the result of the use of the Knot 
technique in 151 consecutive cases of 
acute pyogenic infections, the author 
confirmed the original preliminary ob- 
servations,8,9,10, adding that bacterial 
endocarditis was entirely resistant to this 
therapy, and that a grossly discernible 
peripheral varodilation had been ob- 
served in over 75% of the patients follow- 
ing blood irradiation; he also stated that 
sulfa drugs could not be given safely in 
the first four or five days after blood 
irradiation. 


Hancock!! reported recovery in 7 con- 
secutive cases of septicemia. 


Because of the fact that ultraviolet 
blood irradiation therapy had _ been 
found to be an unusually harmless type 
of therapy the method was used in 
several other disease states, notably 
acute thrombophlebitis and intractable 
bronchial asthma. 


As a result of the use of blood irradia- 
tion in 13 cases of acute thrombophle- 
bitis, the following clinical observations 
were made: 


1. Rapid disappearance of pain and 
tenderness (24-48 hours). 

2. Return to normal of high tempera- 
ture, when present, in 48 to 72 hours. 

3. Complete subsidence of edema in 12 
individuals, varying from 4 to 15 days; 
in 13th, marked induration and edema 
unchanged. 

4. No harmful effects. 


In a preliminary report of 80 cases 
of bronchial asthma treated by this 
method, it was noted that a marked 
relief from asthmatic symptoms follow- 
ed ultraviolet blood irradiation therapy 
in 80.4% of the patients so treated and 
adequately followed up, 16.1% had been 
free of symptoms for more than one 
year, 35.7% for more than 6 months and 
in 19.6% there was no response. In a 
large number of these individuals the 
increase in ability to breathe freely, and 
the appearance of a normally pink skin 
coloration was most striking. 

Recently there has been further con- 
firmation of the work in the field of 
ultraviolet blood irradiation therapy by 
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LEADING ARTICLES 


Fig. 1. The set up for ultraviolet blood irradiation therapy showing a large beaker con- 
taining saline solution, a small beaker containing citrate solution, a cone-shaped cylinder 
containing 242 percent sodium citrate solution, the Knott irradiating chamber with quartz 


window, the synchronized transfusion pump cap and the tray with transfusion needle, knife, 
procaine, citrate solution, syringe and collecting tubes. 
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Fig. 2. Here the citrated blood removed from the patient is being irradiated and returned 
throu the tube on the right to the patient. The dial on the left regulates the rate of flow. 
ihe cpereter has his hand on the switch. The Knott irradiating chamber is to the right of 
is ji 
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other workers all of whom have agreed 
upon the dramatic detoxifying effect 
seen to occur following blood irradiation. 
Theoretical Considerations 

It is often much more difficult to ex- 
plain the mechanism involved than the 
effects produced, by any highly efficient 
therapy, which statement certainly holds 
true for the Knott technique of ultra- 
violet blood irradiation. Nevertheless 
certain interesting observations may be 
made in this respect. The fact that the 
Knott apparatus is not designed to kill 
bacteria directly or destroy its toxin di- 
rectly, plus the fact that only 1/25th of 
the total blood volume is irradiated sug- 
gests that no simple or direct bacteri- 
cidal action can be responsible for the 
clinical effects observed. What is obvi- 
ous, however, is that ultraviolet rays 
are supplied to the patient in optimum 
dosage; it is quite conceivable that pa- 
tients who respond so rapidly to the in- 
travenous injection of ultraviolet rays 
may well be suffering from an ul- 
traviolet deprivation state, i.e. an in- 
adquate ultraviolet intake. This in turn 
suggests that there exists in the human 
body a very definite ultraviolet metab- 
olism which is responsible to a great 
degree for the maintenance of normal 
immunological status and a normal gen- 
eral metabolism. The implications of 
this line of reasoning are far reaching, 
and would seem to open a whole new 
































field for clinical and _ laboratory 
investigators. 

Conclusion 
The Knott technique of ultraviolet 


blood irradiation has been found by those 
workers using it to be a safe and effi- 
cient method of controlling acute pyo- 
genic infections, and to be of definite 
value in the treatment of acute throm- 
bophlebitis, and as a relief of many of 
the symptoms of bronchial asthma. 
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During the earliest years of his medical practice, George Crile, 
M.D., made detailed observations on his cases and kept careful rec- 
ords, with special emphasis on the results of shock. He eagerly em- 
braced every opportunity to learn more about it. In one of his earliest 
records, he describes an operation he performed on a severely in- 
jured patient who died while he was operating. In the case history, one 
reads the notation: ‘‘The operation gradually merged into an autopsy.”’ 








atom en Sabet 






PICTORIAL SECTION 


X-Ray Diagnosis of Chest and Abdominal Infections 


The differentiation of an abcess or 
other lesion belcw and above the dia- 
phragm is often a difficult matter, even 
with the help of x-rays. The injection of 
aim into the peritoneal cavity and the 
taxing of films with the patient in the 
erect position will permit the air to 
outline the diaphragm, if there is no 
sibphrenic lesion.—J. Paul Bennett in 
Radiology, Dec. 1943. 


Fig. 1. Air has been injected into the 
peritoneal cavity and the x-ray taken with 
the patient sitting up (in bed or x-ray room.) 
The air bubble clearly outlines the inferior 

ace of the diaphragm, proving the lesion 
to be a right pleurisy with effusion or right 
lower lobe pneumonia. 


My 


Fig. 3. Left lower lobe pneumonia. 


(Pneumoperitoneum could be used here 
to differentiate these conditions and to 
indicate where treatment should be di- 
rected. The technic of injecting air is 
the same as that used in abdominal 
paracentesis. Air or oxygen can be in- 
jected through the needle until the pa- 
tient complains of discomfort.—Ed.) 


Fig. 8. The same procedure has been fol- 
lowed on a patient with a right subdiaphrag- 
matic abcess. The air does not rise to the 
diaphragm, thus indicating the lesion below 
the diaphragm. The haziness in the right 
chest cavity is a pleurisy with effusion, sec- 
ondary to the subdiaphragmatic abcess. 
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Fig. 4. Left subdiaphragmatic abcess and 
secondary left pleurisy and effusion. 


Us 
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PICTORIAL SECTION 


Removal of Pilonidal Cyst 


Fig. 1. Location of pilonidal cyst. 


Fig. 2. Incisions for removal 


Fig. 3. Holding up skin flaps for undercutting. 


Fig. 4. Skin flaps reflected and infected cyst removed 
completely. 





PICTORIAL SECTION 


Fig. 5. Skin flaps replaced after sulfanilamide ‘‘frost- 
ing’’ of wound; flaps sutured together. 


Fig. 6. Method of suturing. 


Fig. 7. Firm compression dressing over wound. 


Fig. 8. Healed scar—little tendency to disrupt; quick 
healing. 





PICTORIAL SECTION 


Control of Bleeding with Thrombin 


Thrombin is a sterile powder obtained 
from blood plasma. When thrombin 
comes in contact with blood or plasma, 
a clot forms immediately (except in 
the rare case where fibrinogen is lack- 
ing). You may remember the old for- 
mula from physiology, ‘‘Fibrinogen plus 
thrombin-fibrin.”’ 

Less than one second after a solution 
of fibrinogen is poured into a test tube 
containing blood or plasma, a firm clot 
forms (see Figure 1), so firm that the 
tube may be turned upside down without 
the clot falling out. This was repeatedly 
demonstrated at the Southern Medical 
Association meeing in St. Louis (Nov. 
13-16, 1944) and has also been demon- 
strated at a number of hospitals. 

An error in the use of thrombin (or 
any other local coagulating agent) is 
shown in the test tube in Figure 2. A — 
clear thrombin solution, B — solution of 
blood or plasma, C — clot. The thrombin 
A is not able to coagulate all the blood 
because of the clot acting as a barrier. 

A similar clinical situation is shown in 
the upper right figure, in which the 
thrombin A is unable to act on the 
bleeding from D, at the base of an 
incision or wound, because of the clot C. 

By packing the bleeding area with 
gauze E and momentarily checking the 
bleeding, the thrombin solution A can 
be flooded on the wound and a clot 
formed at once. 

Uses of Thrombin 

Thrombin may be used to control cap- 


A—clear thrombin; B—solution of blood or plasma. When A and B are poured 
together a firm clot is formed in less than a second. 


Fig. 1. 


Fig. 2. 


illary bleeding during or after 1. tonsil- 
lectomy and other throat and nose opera. 
tions, 2. extraction of teeth, 3. incision, 
drainage or debridement of acutely or 
chronically inflamed areas (appendiceal 
beds, abscess, osteomyelitis, carbuncle, 
hemorrhoidectomy, anal fissure), 4. cis- 
section of adhesions, 5. skin grafting, 
6. traumatic wounds, 7. mastectomy, 8. 
prostatectomy, 9. hemophilia (local ise 
only), 10. brain operations and 11. bone 
operations. 


Methods of Application 


Thrombin powder is dissolved in 
sterile water or physiologic saline solu- 
tion (1,000 units to each cc.), then flooded 
or sprayed on with a syringe and fine 
hypodermic needle. It must not be in- 
jected intravenously as fatal thrombosis 
may occur. 

Physiology of Clotting 

Clotting is primarily a chemical pro- 
cess during the first stage, the formation 
of thrombin. Prothrombin plus thrombo- 
plastin plus calcium-thrombin. Throm- 
boplastin is found in cells, prothrombin 
in the plasma and their combination, 
such as occurs when an injury has taken 
place, results in the formation of throm- 
bin. This step is not needed when throm- 
bin can be applied locally. 

The second stage of clotting involves 
the action of thrombin on fibrinogen to 
form fibrin (fibrinogen plus thrombin- 
fibrin). During this stage the blood rap- 
idly becomes viscid until it is like a gel 
(as in the last test tube in Fig. 1), due 
to the deposit of fibrin in the form of 
very fine needles. Fibrinogen is rarely 
absent. 


Illustration of clinical errcer. Test tube shows that a clot is formed at C, creating 


a barrier to coagulation of all of the blood. D shows same as test tube only in a wound. (E) if 
wound is packed with gauze to check bleeding, then removed (F), thrombin can be applied to 
the base of the wound and a clot formed at once. 





GRADUATE COURSE 


Diagnosis of Goiter 


. Loss of weight, 


2. Fast pulse, which remains over 
100 when the patient is at rest 
or asleep, 

3. Palpable thyroid enlargement. 
these three signs the: most impor- 

tani for the diagnosis of goiter in its 
toxic phase? A number of thoughtful 
surgeons and internists were asked their 
opinion. These are printed with this 
“Graduate Course.’’ 

Other men gave their ideas in personal 
interviews in New York City, Chicago, 
Buffalo, Des Moines and Denver. A sum- 
mary of current thought must include: 


1. Subjective sensations should not be 
used as diagnostic points, thus ruling out 
nervousness, palpitation and other symp- 
toms which are also present in almost 
every psychoneurosis. 


2. Great care should be used in pal- 
pating the thyroid. 

3. Adenomas (firm goiters, usually 
present for years as a “lump in the 
neck’) should be removed even when 
not toxic because of possible later de- 
velopment of toxicity, so insidiously that 
cardiac damage ensues, and develop- 
ment of malignancy. 

4. The diagnosis of hyperthyroidism 
should never be made on the basal 
metabolic reading alone. One test is 
almost worthless and may be mislead- 
ing because of the patient’s inability to 
relax, mistakes by technician, and so 
forth. Certain patients have a high basal 
metabolic rate which is not caused by 
hyperthyroidism (just as others have a 
low rate which is not caused by hypo- 
thyroidism). 

5. Repeated basal rates are of great 
value in following the patient during pre- 
operative treatment and in determining 
the best time for surgical removal of the 
thyroid gland. 


6. The patient who has noted that he 
can be comfortable in cool or cold wea- 
ther with fewer clothes than formerly 
and who is more uncomfortable than 
usual in hot weather (heat intolerance) 
is quite probably hyperthyroid. 


7. Diagnostic mistake: Because the 
basal metabolic rate is elevated by con- 
ditions causing dyspnea and because 
toxic goiter often affects the heart, the 
patient with early cardiac failure due to 
some other condition may be treated 
surgically for hyperthyroidism. 


8. Diagnostic mistake: Middle-aged 
and old persons who begin to lose weight 
must be examined for ‘‘masked’’ hyper- 
thyroidism as well as possible diabetes, 
malignant growth and other causes of 
weight loss. 


9. The onset of an irregular heart ac- 
tion or an _ unexplained tachycardia 
should arouse suspicion of hyperthyroid- 
ism. 

10. In doubtful cases, several basal 
metabolic rates are taken, then the pa- 
tient is given Lugol’s solution or satur- 
ated solution of potassium iodide (1 cc. or 
15 drops daily of either) and the test re- 
peated in 5 days. In true hyperthyroid- 
ism, the symptoms are definitely im- 
proved and the metabolic rate drops 
sharply. The prognosis is poorer in those 
cases of true hyperthyroidism which do 
not give a good response to the iodine 
therapeutic test. 

11. The commonest cause of exoph- 
thalmos is hyperthyroidism. The exoph- 
thalmos may not be relieved by thyroid- 
ectomy, and may be aggravated by such 
surgical procedure, in which case de- 
compression of the orbital cavity may 
be necessary. Unilateral exophthalmos is 
due to a local condition, infection or new 
growth. 


12. Palpitation which recurs from mi- 
nor causes, or none at all, may be the 
result of hyperthyroidism. 


13. A persistent pulse rate of 120 or 
faster in a woman of 20 to 45 years of 
age may be the only sign of toxic goiter. 


14. Young girls with simple or colloid 
goiter may be anemic, and as a result 
exhibit dyspnea, palpitation, tachycardia 
and fatigue. Loss of weight, or failure to 
gain normally, may be evident. Hyper- 
thyroidism should not be diagnosed. 
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15. On exertion, a fine, regular and 
fast tremor appears which is most visi- 
ble in the hands and fingers. Usually 
when such signs of toxicity are present, 
the other classical symptoms are also 
present. 


16. Weakness of muscles, especially 
the quadriceps group of the anterior 
thigh, is typical of hyperthyroidism. It 
can be determined by having the patient 
climb stairs or a small set of 3 steps, 
such as is used in many offices for de- 
termining cardiac function. 


17. Glycosuria and high blood sugar 
may be found in true hyperthyroidism. 
After thyroidectomy, the diabetic ten- 
dency may disappear. 


Discussion 


By S. WATSON SMITH, M.D. 
Bournemouth, England 


These are three fundamental signs of 
goitre, but would I dare to go a step 
farther in order to differentiate the 
types of goiter for purposes of under- 
standing pathogenesis and suitable treat- 
ment, thus (Table 1). 

You will notice that I have topped the 
scheme with your three, chief signs. We 
are inclined these days to make more 
use of the term ‘‘thyrotoxicosis’’ which 
simplifies the grouping of all goitres, 
assists the understanding of the various 
members of the group and points to 
correct treatment. 


As an example of the use of discrimi- 
nating types: Lugol’s solution or iodine 
drops are correctly given in primary 
thyrotoxicosis such as true Grave’s 
disease (exophthalmic goiter), but 
wrongly given in secondary thyrotoxi- 
cosis, except in the immediate prepara- 


Loss of weight 


. Tachycardia of 100 or 
Goiter or more (while at rest or 
Hyperthyroidism | Patt 





Palpable enlargement of 
thyroid gland 





Table 1. 
suitable treatment. 
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tion for thyroidectomy. This clinical fact 





A classification of the types of goiter for better understanding pathogenesis and 









is, I think, no longer in dispute. 




























Discussion Ts 
By N. S. DAVIS, M.D. imp' 
Assoc. Professor, Northwestern Tt 
University School of Medicine the 
Chicago, Illinois line 
The symptoms and signs mentioned 
are characteristic of hyperthyroidism. 
However, an enlarged thyroid, a simple 
goiter, may be present when the loss of 
weight and the tachycardia (rapid heart T 
action) are due to other causes. A nor- § tac! 
mal thyroid gland may, on palpation, § ing 
seem to be enlarged if there is emacia- § lar 
tion. cla 
sec 
Discussion 
By ARNOLD S. JACKSON, MD. fy 
Jackson Clinic, th 
Madison, Wisconsin all 
To answer your question, one would @ ou 
have to know whether you feel that toxic @ ca 





adenomas and exophthalmic goiters are 
merely variations of the same disease or 
are two distinct types of goiter. I person- 
ally believe in the latter idea. Loss of 
weight and tachycardia are characteris- 
tic of both. 

Palpable enlargement is not necessarily 
characteristic of exophthalmic goiter. 
As you know, frequently there is not 
visible and only a questionable palpable 
enlargement, although of course, the thy- 
roid is usually enlarged. 

It is hard to pick out just three im- 
portant signs. It would be like picking 
out the three greatest football or base- 
ball players of all time. Nervousness is 
certainly characteristic of both; loss of 
strength is another important symptom. 
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Simple goiter: 
Enlargement of thyroid gland 
Hyper- or hypothyroidism 
Locality 


Hyperthyroidism: 
Palpitation 
Nervous excitability 
Loss of weight 


Primary thyrotoxicosis: 
(Grave's disease; Exophthalmic Goiter) 
Exophthalmos 
Uniform enlargement of thyroid 
Tachycardia up to 120 or over 


Secondary Thyrotoxicosis (toxic goiter): 
Palpable tumor (adenoma) in thyroid. 
Tremor; No eye signs. 

Loss of weight. 
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Discussion 
By ALTON OCHSNER, M.D., 
Ochsner Clinic 
New Orleans, La. 

Tachycardia, by all means, is the most 
important sign of hyperthyroidism. 

The most important objective test is 
the galactose tolerance test, in border- 
line cases. 

Discussion 
By GEO. B. EUSTERMANN, M.D. 
Mayo Clinic 
Rochester, Minnesota 

The three symptoms (loss of weight, 
tachycardia of 100 or faster, when rest- 
ing or asleep and palpable thyroid en- 
largement) are universally regarded as 
classical for hyperthyroidism, whether 
secondary to adenomatous thyroid or 
exophthalmic goiter. But, as you know, 
hyperthyroidism, of whatever type, may 
exist in the absence of one or more of 
the above signs, and on the other hand, 
all these symptoms may be present with- 
out actual hyperthyroidism being the 
cause. To me, the most significant sign 
is a consistently elevated basal metabolic 
rate. 


Discussion 
By E. PERRY McCULLAGH, M.D. 
Section on Endocrinology, 
Cleveland Clinic, 
Cleveland, Ohio 
Yes, I do consider in a sense that these 
points are fundamental but none of them 
are necessary for the diagnosis of hyper- 
thyroidism. 


Discussion 
By GEORGE E. BAKER, M.D. 
Casper, Wyoming 

It would seem to me that correct in- 
terpretation of hyperthyroidism (by 
which one would mean the simple toxic 
goiter) would depend upon a correlation 
of the three symptoms as given. 

Of the three, I personally feel that the 
first, loss of weight, is the most impor- 
tant as a single diagnostic factor. 


Discussion 
By ERNEST WITEBSKY, M.D. 


Buffalo General Hospital, 
Buffalo, New York 


I believe that an increase in the sedi- 
mentation rate indicates the occurrence 
of tissue destruction somewhere in the 
body. While it is not specific, it should 
serve as a good indicator for infection 
in general or for malignancy. 

I would not allow men with an elevated 
sedimentation rate to exercise vigorous- 


ly. The change in sedimentation rate has 
been used by some men for differential 
diagnostic purposes. This has led to some 
confusion and disappointment but I feel 
that the sedimentation rate is a most 
helpful test if correctly interpreted. 


a 


Goiter: How to Palpate It 


The sketches here show several pro- 
posed methods of examining the thyroid 
gland to determine its size. 


Fig. 1 shows the method of examin- 
ing the gland with both hands while 
standing behind the patient. 


Fig. 2 illustrates Hamilton Bailey’s 
suggestion that, in difficult cases, the 
patient be examined while lying on his 
back with his head slightly extended, 
thus making the gland more prominent. 
This maneuver may raise some low 
goiters so that they can be felt. 


Another method is with the examiner 
in front of the sitting patient. The tra- 
chea is pushed to one side with the 
thumb to bring out that portion of the 
thyroid gland so that it may be palpated 
more readily. 


Fig. 1. Palpation of the thyroid gland with 
examiner standing behind the patient. 


Fig. 2. Patient lying down, head slightly 
extended. 





JN the same mail, by one of those co- 

incidences that make life at once in- 
teresting and improbable, have come two 
books written for the disabled person. 

One! is intensely interesting, dramat- 
ically personal. and encouraging. The 
other? is practical, serious, resourceful, 
and full of facts. 


Betsey Barton has written for the dis- 
abled person a series of observations and 
stories about deformity and injury, about 
persons, including herself, who have out- 
witted and outfought not only the crip- 
pling injury but the mental depression 
that so often is a sequel, about ideas that 
such persons have and how to help them 
regain a normal outlook on life. Ten 
years ago, she was paralyzed following 
an automobile accident; it is only re- 
cently that she can look back with calm 
detachment on her earlier thoughts and 
reactions. 

It is a sad commentary on the medi- 
cal knowledge of well informed laymen 
and also on the failure of the medical 
profession to provide a well rounded 
service available to all (it must be re- 
membered that she was a member of a 
well-to-do family, who are supposed to 
have the best medical care obtainable). 
that she was treated by all types of per- 
sons including some characters who 
demanded large sums, as pay in ad- 
vance, yet made little progress until she 
happened to chance on the right man. 
This is a good book to give to a person 
who must begin the long battle back to 
physical and mental health. 

Dr. Lillian Gilbreth, with the writing 
ability of Edna Yost, tells the disabled 
person in plain, every day language, 
what he must do to again be employable, 
where he can get help from the Vet- 
eran’s Administration or civilian reha- 
bilitation through the state plans, how 
other men and women, with every type 
of deformity and crippling injury, have 
returned to their original work or have 





1“*And Now to Live Again’’ by Betsey 
Barton; published by D. Appleton-Century 
Company, New York and London. $1.75. 
2“*Normal Lives for The Disabled’’ by 
Edna Yost and Dr. Lillian M. Gilbreth; pub- 
lished by The MacMillan Company, ew 
York. $2.50. 
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Editorial 


Two Books for the Disabled 








been trained to carry out other jobs 
which they may like better. This book 
encourages and helps all the way 
through. 


Every physician and surgeon shovld 
have these books, or should prescr 
them, for the disabled and crippled pcr- 
sons whom he meets. It is good medical 
practice and also may give a helping 
hand when most needed.—R. L. Gorreit 


. 
Acute Osteomyelitis 


It was only a few years ago that acute 
osteomyelitis was considered a surgical 
emergency and the exquisite tenderness 
over the end of a long bone was consid- 
ered the signal for immediate opera- 
tion. A few studious souls noted thai 
many cases treated in this manner de- 
veloped metastatic abscesses in other 
bones and that the disease tended to he- 
come recurrent, with the surgeon acting 
as a woodpecker and drilling holes here 
and there. The brave minority suggestea 
that it be treated as a systemic disease. 
rather than a succession of localized ab- 
scesses, preferably with autogenous vac- 
cines and blood transfusions. 


Today, only a few mechanically mind 
ed individuals treat acute osteomyelitis 
locally. Anderson and Keefer! have 
shown that penicillin is effective in the 
treatment of staphylococcic osteomyel- 
itis, and that surgery should be reserved 
for those patients who do not respond 
completely, who have a persistence or 
return of fever, local swelling, and leu- 
kocytosis. 

Continue penicillin for 3 weeks after 
apparent cure to prevent recurrence 
of bone infection. 


Systemic treatment is indicated es- 
pecially where blood cultures show bac- 
teria to be present in the blood stream 
(bacteremia). Until a vaccine can be 
prepared from the organism causing the 
infection, the use of a stock Staphylocco- 
cus vaccine and antitoxin may help in- 
crease resistance.—R. L. GorRELL. 





1Anderson, Donald and Keefer, Cheste! 
Treatment of Staphylococcie Infections. Me 
Clin. N. Am., Sept. 1944 
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Bed Rest 


In Dr. Logan Clendenning’s popular 
column on health, I noticed the other 
dav, a blanket condemnation of bed rest. 
In fact, bed rest was made to appear as 
a death sentence. 


| fear that this sweeping condemnation 
of what is often a most beneficent pre- 
scription may do considerable damage, 
fo’ Dr. Clendenning is widely read and 
commented on. Therefore I venture to 
suggest that Dr. Clendenning was iden- 
tiiying bed rest with rest on the back, 
for he speaks of the filling up of the pos- 
terior lung spaces. 


Bed rest is not only limited to lying 
on the back, but may even be required 
when the supine posture is impossible, 
as in some heart conditions. (For two 
or three years, I could not lie on my 
back or left side on account of the ‘‘un- 
coiled’’ aorta and filled up lower lungs.) 
Again when one thinks of the posture 
required for instilling iodized oil into the 
bronchi one must realize how important 
it is that the sufferers from sinusitis 
should not lie on the back. 


Bed rest is necessary for most of us 
not only in cases of severe acute illness 
but also in cases of exhaustion—even 
nervous exhaustion. Every doctor who 
has done more than hospital work real- 
izes this. Therefore it is important for 
us to pay some attention to the postures 
of patients even in bed. The prone pos- 
ture seems the best for animal and man. 
Next comes the right side, then the left. 
Only in a few conditions—such as those 
of abdominal surgery, does the supine 
posture seem the one of choice. 

Since Dr. Clendenning has opened up 
the subject with the laity it will be nec- 
essary for us to be more specific when 
we call for ‘“‘bed rest.’-—G. H. Hoxie 


Freedom of the Press 


We, as citizens of a free country, tend 
too much to take for granted that we 
have and always will have a free govern- 
ment and free press. 


Like any other human relationship, 
however, both must be constantly fought 
for and maintained. The last election, 
for example, cleared up many points and 
brought to the attention of the continuing 
administration, the fact that many per- 
sons did not’ agree with all their plans 
and policies. . 


We need only look at the newspapers 
of a dictator nation to realize how effec- 
tive our own newspapers are in main- 
taining a healthy state of criticism. 


These remarks were stimulated by the 
reading of a small volume entitled ‘‘Lib- 
erty and the Press’’, written by Philip 
Kinsley and published by the Chicago 
Tribune, 


For 25 years, the Tribune has fought, 
in legal actions, 7 cases involving gov- 
ernment muzzling or restriction of the 
press, spending an estimated three mil- 
lion dollars in the process. 


As recently as 1928, a newspaper pub- 
lisher was killed in Minneapolis be- 
cause he published true statements that 
city politicians were leagued with gamb- 
lers, and his paper was permanently en- 
joined from publication. The Tribune 
carried the case to the United States 
Supreme Court and had the decision re- 
versed and the law invalidated. 


The Tribune has taken some view- 
points, not entirely in line with mine, 
in recent years, but one cannot help ad- 
miring their courage and determination 
to maintain a free press. 


Educating Your Patients 
(Epilepsy) 


Public Affairs, Inc., a non-profit, cooperative organization, has 
just published a booklet for patients entitled, ‘‘Epilepsy: The Ghost 
is Out of the Closet.’’ It is a straight-forward and simple explanation 
of what Epilepsy is, how it may be controlled, and why one should 


not be afraid of it. 


The pamphlet was prepared with the assistance of Dr. Jerry 
Price, of the Neurological Institute, New York City, and Dr. Wil- 
liam G. Lennox, Assistant Professor of Neurology, Harvard Medi- 
cal School, Boston. The book is interesting and well illustrated. The 
price of a single copy is ten cents. It may be ordered from Public 
Affairs, Inc., 30 Rockefeller Plaza, New York, 20, New York. 








An attempt will be made to show what 
can be accomplished by establishing bet- 
ter interhospital relations in medium 
sized cities where there are two or 
more hospitals, an _ interrelationship 
which is of benefit to the hospitals, the 
physicians concerned, and the public in 
general. 

Previous to July, 1929, hospitals in 
Duluth were each running as free lances 
and without too much concern for each 
other; at the same time, staff problems 
arose which were somewhat divergent. 
Certain leaders in the medical profession 
secured approval to form an interhos- 
pital committee composed of the super- 
intendents of the two leading hospitals, 
the chiefs of staff of both hospitals, and 
two other medical men from each hos- 
pital whose purpose was to coordinate 
the practices in both hospitals and to 
work toward unification of hospital pol- 
icies as well as unification of the pro- 
fession. One hospital was Catholic, the 
other Protestant. It was understood 
from the inception that no controversy 
should ever arise over any procedures 
in which religious beliefs or tenets were 
concerned. 


Accomplishments 


In 1929, a careful study was made of 
the prostatic deaths. It was thought that 
the incidence was too high, largely at- 
tributable to cardiovascular causes. An 
order was issued that a medical consul- 
tation be required before prostatic pro- 
cedures could be begun. Later the chief 
of the surgical department of the staff 
was required to review the chart and 
approve the preparation of the patient. 
This edict certainly created an interest, 
not only on the part of the urologist, but 
it also necessitated a critical review of 
all prostatic procedures with the result 
that for the last five to seven years there 
has been much greater pride in the mor- 
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tality records in this procedure. Who 
benefited? The surgeon, the internist, the 
hospital and, finally, the public. 


Grading Surgeons 

A second unusual action was prompted 
by the knowledge that for some time 
certain professional men had been doing 
surgery which was far beyond their skill 
and qualifications and that the results 
were oftentimes disastrous to the 
patients. It was deemed by the Inter- 
hospital Committee that such practice 
was not fair to the hospital and, 
especially, to the patients. A fearless 
committee was appointed to grade every 
physician wishing to do surgery into 
three classes: 1. those qualified to do 
all types of surgery or, in the case of 
specialists, those limited to a specialty 
such as eye, ear, nose and throat, or 
orthopedics. 2. Those limited to certain 
types of surgery. 3. Those limited to 
only minor surgery. 

The surgical department of each hos- 
pital was to do the supervising, assisted 
by the chief of the surgical department 
of each hospital. 

Fairness of System 

One might think there would be an 
immediate uproar, but when the matter 
was fully explained to the staff members, 
they saw the fairness of it to the public 
and to the hospitals. Needless to say, 
this list is confidential to the surgical 
supervisor of the hospitals and is not 
known to the public. Every new surgeon 
coming to the city goes into class 3, 
even if he has been an established sur- 
geon elsewhere or a graduate Fellow in 
Surgery, but, of course, when he shows 
his ability to do surgery, he is readily 
advanced. The desire on the part of 
incoming surgeons to abide by the rules 
has been surprising. 

If a doctor wishes to operate on a 
patient whose surgery is in a class be- 
yond his rating, he must have a consul- 
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tant to assist him. This consultant must 
be a surgeon in class 1. In about 99 
per cent of such cases, this consultant 
offers his service as a goodwill gesture 
in his desire to help others. He does not 
examine the patient; he makes no 
charge; and the patient does not know 
that he was present at the time of the 
operation. This confidence has worked 
most admirably. 


Obstetrics 

In obstetrics, it has been possible to 
keep uniform records in the hospitals 
which have proved a worthy contribution 
to obstetric record tabulations and future 
study, so much so that this obstetric 
record form has spread to other states. 
Obstetric consultations have also in- 
creased under the guidance of this 
committee. 


Items of Interhospital Coordination 

1. Earlier hours of admission for surgi- 
cal patients so that interns may have the 
opportunity to formulate proper histories. 
This procedure is gradually improving. 

2. The use of the Bartlett method of 
hypodermoclysis. 

3. Abolition of vaginal douches in pre- 
operative preparation because they are 
ineffectual. 

4. Uniform holidays in surgical depart- 
ments with regard to posting of opera- 
tions. No elective operations on New 
Year’s Day, Good Friday, Decoration 
Day, July Fourth, Labor Day, Thanks- 
giving, or Christmas Day. 

5. General propaganda and attempts to 
standardize sizes and types of suture 
material and to promote smaller sizes. 
This has led to a uniform reporting and 
study of operative infection. 

6. Uniform fee schedules for operat- 
ing room procedures and anesthetics. 
Obstetric charges for stated periods of 
stay in the hospital are based on a flat 
rate for eight days. 


Time Limit on Completing Records 


Uniform rules have been established 
making it mandatory to complete hos- 
pital records. All records must be com- 
pleted by the first of each month. If 
any doctor is delinquent in five or more 
records by that time, he is so notified 
by mail and by public posting. If these 
are not completed by the fifteenth of 
the month, he is not allowed the privi- 
leges of either hospital. One might 
think that this ruling has no teeth and 
could not be carried out, but it works 
because the teeth have been applied, and 
it does work! 

Uniform rules have been established 
concerning inspection of hospital records 
by physicians and especially by lawyers 
and insurance adjustors. 


All the hospitals employ the same 
social worker which unifies the records 
and the effects of our hospitals to do the 
square thing by the patient. 

It has been possible to require on each 
operative record adequate recording of 
all sponge counts and also the type of 
suture material used and where used. 
All surgical operations must be dictated 
either on the dictaphone or to a record 
librarian immediately at the conclusion 
of surgery, recording not only what was 
found but what was done or. not done at 
the time of operation. 

Uniform nursing rules have been es. 
tablished concerning the proper use of 
“sulfa’’ drugs, especially regarding sul- 
fathiazole and its possible kidney 
damage. 

Press Relations 

Strange as it may seem, the press 
delights in printing stories about hospi- 
tals and their activities. This has been 
coordinated by referring such items to 
the Public Relations Committee of the 
county medical society, and such press 
reports refer to both hospitals and eli- 
minate individual hospital ‘‘scoops.”’ 


Autopsies 

Both hospitals have had nine interns. 
Through the coordinated efforts of the 
pathologists, a desire for autopsies has 
been stimulated in both hospitals to a 
degree that the autopsy percentage often 
reaches 80%, which is the monthly goal. 
This interest is acute. 


The relations among the interns in 
the various hospitals are so cordial that 
they often relieve each other if some- 
thing important arises to take one group 
away for a few hours.—W. A. CovENTRy, 
M.D., in Wis. M. J., Nov. 1943. 


- 


Phenothiazine on Intestinal 
Parasites 


Phenothiazine* is a fairly new prepar- 
ation distantly related to sulfanilamide. 
It is the parent substance of a large 
number of dyes, one of which is methy- 
lene blue. Phenothiazine has been found 
of value in the treatment of worm in- 
fectations of cattle, sheep, swine and 
horses, and the control of mosquito lar- 
vae in ponds. 

Method of Diagnosis— 
Oxyurvis Vermicularis 

The feces specimen is inadequate for 
the finding of the ova of the pinworm 
(also known as_ intreadworm, seat 
worm, Oxyuris vermicularis and Enter- 
obius vermicularis). The female mi- 
grates from the rectum during the early 


*The Parke-Davis Company (under the trade 
name of Namazene). 
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hours of sleep and deposits its eggs in 
the moist folds of skin as far forward 
as the scrotum. In the morning the only 
vestige of the female worm left is a 
dried carcass. This accounts for the 
difficulty in getting specimens of live 
worms. 

A number of studies have been made 
within recent years using some variation 
of the NIH swab. This is a swab com- 
posed of’a piece of cellophane attached 
to a glass rod by a rubber band. A 
modified swab consisting of a piece of 
cellophane of medium thickness about 
1% inches long and 1 inch wide glued 
to an ordinary wooden applicator about 
4 inches in length has been found most 
effective. The ordinary 6 cc. test tube, 
such as is used for taking blood for 
Wassermann tests, serves as a con- 
tainer. A gummed label and cotton stop- 
per complete the equipment. 

The cellophane swab is placed over 
the index finger and rubbed about the 
anus. It is preferable to take the speci- 
men in the morning before bathing or 
going to the toilet. In the laboratory 
the cellophane is cut off and placed on 
a microscopic slide with two drops of 
water, and a cover slip is placed over 
it. Diagnosis is made by finding the 
typical ova. 

Symptoms 

The chief symptoms are (1) restless- 
ness at night, (2) poor appetite, (3) 
nightmares, (4) itching about the rec- 
tum, (5) bedwetting, (6) sleepwalking, 
(7) nervousness and (8) _ indigestion. 
These symptoms are given roughly in 
the order of their frequency. 


Treatment With Phenothiazine 
Adults and children over 6 years: 


(a) 1 Gm. a day for 6 days 
(b) Rest 8 days 
(c) 1 Gm. a day for 6 days 


Children under 1 year: 
day for same period 

Children 1 to 6 years: 0.5 Gm. a day 
for same period 

Comments 

The nature of the pinworm infection 
makes it imperative to treat and cure 
all members of a household at one time. 
Pinworm eggs are found in the air 
and dust of homes where an infected 
person lives. They are found at all lay- 
ers, even to the molding near the ceil- 
ing of the room. Thus a previously un- 
infected individual may swallow pin- 
worm eggs while other members of the 
family are being treated. 


0.25 Gm. a 


Conclusions 
A total dose of 40 Gm. of phenothia- 
zine for adults, was found too toxic. It 
was quite effective in the removal of 
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the oxyuris infection in those patients 
who were able to take the large dosaze. 

A heavy dosage of 20 Gm. of pheno. 
thiazine for adults, given over a period 
of five days, had, in most cases, no 
toxic symptoms or only mild nausz-a, 

The light dosage of only 12 Gm. of 
phenothiazine for adults gave results ot 
quite as good as the higher dosage )ut 
still satisfactory results. No toxic symp- 
toms occurred in this group.—W. N. 
Sisk, M. D., in J. A. M. A., June 5, 1943, 


a 


Selective Impotence 


Selective impotence, is nothing more 
than mismating—meaning in almost 
plain terms—mismatching in desires, 
abilities, periodicity, timing and com- 
pleteness of the sex part of marriage, 
as found in many couples. Too few if 
any text books make mention of it. Cer- 
tainly, the conventional marriage manu- 
als say nothing about it. Fathers and 
mothers offering advice rarely know 
what it is—or if they do, can’t put it 
into words for their children. Certainly, 
they never put it into words for each 
other. 

It speaks well for the felicity of most 
marriages—this ignorance of selective 
impotence. Or perhaps, it speaks more 
for our usual reticence—our secretive- 
ness. A man or woman in wedlock does- 
n’t go boasting of having lost the key, 
although the term incompatibility may 
cover it for the divorce court. After all, 
the triangle means one partner did- 
n’t have what the third of the trio pos- 
sessed. 

Some couples have selective potency 
under one set of conditions, as during 
the courting period, and lose it all when 
the honeymoon is legal. But what causes 
this selective impotence or selective 
potency? It just happens couples 
having the same selective potency for 
each other for any length of time con- 
sider themselves twice blest. The people 
having it once in a while or for a short 
time—in fact to know about it at all 
with the ecstacy, and brain whirling of 
completeness—are blest—and cursed if 
they seek it often, or for all time. In 
some cases the light may be rekindled. 
Mental faults or physical derangements 
may be determined by one or another 
technic. Discovered errors may be rem- 
edied and the divorce court cheated of 
another victim or pair of victims. Or 
the fault may never be uncovered—worse 
still it may be discovered but prove be- 
yond the present knowledge of experts 
for cure. or restoration to its former 
state of complete or relatively satisfa 
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Selective impotency on the basis of 
physical integrity probably depends upon 
the two individuals as_ individuals. 
Couples may not get along because their 
ind'vidual appetites were at opposite end 
of the sexual curve;on the other hand 
they “hit it off’ because their period- 
icity and timing suits them. 

Pregnancy is one of the physiological 
sta'es forming the rocks of shipwreck 
for potent marriages. The wife will 
be expecting, and there is so much less 
she can do as a wife now that she anti- 
cipates motherhood. In fact, the husband 
will be doubly solicitous, too soon, to 
suit the lady, for he will forbear long 
in advance of actual physiological need. 
Or the reverse occurs, and he is re- 
fused and that perfection based on mu- 
tual selective potency comes to an un- 
timely end. 


Another is menstruation. This period 
acts to increase potency in some males 
and females. Other individuals abhor the 
idea of intimacy during the period. 

The prohibitions based on the prehist- 
oric lack of personal hygiene still im- 
pose their weight in these modern times 
of showers, and soaps. Taboo—taboo! 
Only sometimes each member of the 
family is anxious to break the taboo 
but fears the partner—mutual fear—and 
selective impotency secures its hold on 
another marriage! 

The one great stumbling block to se- 
curing selective potency for the dura- 
tion of a marriage is the need in modern 
society to space the conception of off- 
spring. Patient after patient in the files 
of selective impotency has the failure 
traced to lack of freedom in sexual ex- 
pression. ‘‘Take care’’! Those two words 
spell misery. The new husband doesn’t 
mind for a while—in fact, the couple 
make jokes about it and increase their 
potency. But soon—all too soon—that 
“take care‘‘business rears its ugly head. 
A scare, or a pregnancy requiring ter- 
ination, or children too closely spaced 
for comfort or finance, and we have 
“take care’’! 

Who takes care of things in your fam- 
ily, the doctor always asks. All too often 
he can jot down the answer before it 
comes from the patient. The women 
nearly always say—‘‘He does’’— He does 
at the cost of potency. He does at the 
cost of completeness for each of them. 
And that brings them to a doctor. 

The efforts to control conception at 
the command of the husband through 
common knowledge and folklore are an- 
cient and destructive to potency. The 
most ancient crime of spilling the seed 
on the ground takes the toll sooner or 
later on the most virile of men through 


introduction of selective impotency. 
Where he must take care by this an- 
cient method (its only recommendation 
is it requires no instruments, and is 
always available, or at least almost al- 
ways) soon brings on distaste for the 
entire matter of love making. And what 
is that but selective impotency. The same 
man, on the same day or the next day, 
free of the need of ‘“‘taking care’’ is 
potent. Since this ordinarily requires con- 
gress with another woman—one of a 
different type—one unable to conceive, 
or one who herself takes care—we have 
selective potency. 


Practically no book offering advice to 
recently or distantly married people pre- 
sents the possibility of physical inabil- 
ity to complete the sex act. Nearly al- 
ways the man is blamed for the lack of 
satisfaction. It is the man who always 
is too fast, never the woman who is 
too slow in reaching the clifmax. Again, 
a proper examination may disclose a 
remediable fault. In one instance of this 
type, a woman was found to have a 
hooded clitoris. A doctor performed a 
circumcision—funny, the first time you 
hear of circumcising a woman—and 
cured her. She returned a year or more 
later. Unrecognized from her former self. 
She had remarried her husband from 
whom she had separated and had found 
the happiness in marriage previously de- 
nied her. 

There are many cases like that, many 
do not require surgical circumcision. 
Some are cured by non-surgical mech- 
anics. Removal of concretions in the 
space about the clitoris help many. Prop- 
er hygience helps others. There is a 
preventive treatment, too. Mothers 
should retract the hood and clean the 
space as part of the daily bath of her 
girl children just as she does for the un- 
circumcised boys. Instead of which moth- 
ers say—‘‘Don’t touch’’! 

Selective impotence, and its opposite 
selective potency, becomes a fascinat- 
ing game, and many dodgers are ac- 
cepted to avoid the truth. You can fig- 
ure the variations, computations, and 
combinations to suit yourself for any 
two glandular make-ups.—The Urologic 
and Cutaneous Review. 
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How to Break off Alcohol 


The method makes use of a conditioned 
reflex. The patient, who must be willing 
to be cured, attends for four to eight 
treatments, which may be given over a 
period of from seven to twenty-eight 
days. When he comes, he is given his 
favorite drink to which a dose of emetine 
hydrochloride has been added. The dose 
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is in the neighborhood of one grain. This 
leads to nausea; and when this appears 
a further dose of emetine is injected 
which causes vomiting in two to eight 
minutes. By repeating this procedure 
several times on different occasions, the 
patient then finds that he becomes nau- 
seated and vomits when he takes a 
drink which does not contain emetine; 
and even the smell alone causes nausea. 
After five years only 40 percent of a 
group of patients held off. The decline 
in the strength of the conditioned reflex 
is of course to be expected unless it is 
reinforced from time to time by a repeti- 
tion of the treatment. This method has 
been used on chronic alcoholics who ap- 
pear in court and who wish to be cured; 
they are detained for thirty days. It is 
regarded as the only effective method 
of treating alcoholics.— Brit. M. J.. 
March 18, 1944. 
> 


Clinical Aspects of 
Meningococcic Infection 


Prompt sulfonamide therapy, with the 
initial dose intravenously, is generally 
effective except in acute fulminating sep- 
ticemia. Sulfadiazine is the drug of 
choice, sulfathiazole next. To prevent the 
almost certain death in fulminating sep- 
ticemia, the writer advises trial of men- 
ingococcic antitoxin, plasma, and adrenal 
cortex extract as adjuncts to sul- 
fonamides. Dosage of the extract is 10 
mg. intramuscularly, followed by 5 mg. 
3 hours for 3 days. All patients receiving 
sulfonamides should be given enough 
fluid to keep the daily urinary output 
at least 1.5 liters. Meningitis should be 
suspected, and sought by lumbar punc- 
ture, for psychosis without obvious cause, 
even if temperature is normal. The 
author has seen two patients with men- 
ingitis admitted to psychiatric wards 
before proper diagnosis was made. Early 
meningococcic infection is often mistaken 
for nasopharyngitis. Meningococcic ar- 
thritis, in 2 cases, was believed to be 
sprained ankle and acute rheumatic 
fever, respectively; both patients res- 
ponded to sulfadiazine.—F. D. Apams, 
M. D., in Ann. Int. Med., Jane. 1944. 
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Sulfa-Treated Infectious Gonorrhea 
Without Discharge 


One-third of patients who have been 
treated with sulfonamide are still infecti 
ous even though the discharge has stop- 
ped. Criteria for cure of patients should 
be: 1. Consistently negative physical and 
laboratory findings for not less than ‘! 
months before discharge from observa- 
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tion, 2. A minimum of 3 consecutive 
negative gonococcic cultures taken no 
































less than one week apart (of prostatic a 
fluid, or in the female, of urethral ang fect 
cervical secretions) and 3. A test o' Bion 
cure, such as the passage of urethral ff conf 
sound or instill a small amount of one § amo 
percent silver nitrate solution into 
posterior urethra.—J. C. GeicerR, M. D.—) ¢ 
in Ven. Dis. Inform., May 1944. -— 
+o 
Successful Treatment of Gout = 
A low purine, low fat, and high carbo. If 
hydrate diet in conjunction with periodic eres 
administration of decreasing doses of {°' 
cinchophen gave favorable results in 31 §¥@! 
patients suffering from attacks of gout. §S 
Criteria for successful therapy were the §Y | 
drop in serum uric acid level, and pre. rat 
vention of further attacks. At first, 7.5 If 
gr. cinchophen was given t.i.d. for 3 all 
days a week, then administration was ff’ 
reduced with falling serum uric acid § 2° 
levels to 2 days and 1 day a week, and § es 
was omitted entirely when uric acid § litt 
values became normal or nearly normal. § Pe! 
Even in patients who did not carefully I 
follow the diet the number of attacks § me 
was halved and the uric acid level fell § det 
from 8.5 to 7 mg. per cent. In recogni- § en 
tion of possible untoward effects, pa- § ho 
tients were always advised regarding the § TE 
early toxic manifestations of cinchophen § co 
and told to discontinue its use if such § co; 
occurred. If liver function tests, made at § it 
intervals during the treatment, gave re- § wi 
sults below normal, cinchophen adminis- § gz 
tration was stopped.—C. E. Bartels, § x; 
M. D., in J. Tennessee M. A., Jan. 1944 & qi 
> 
Epidemic Meningitis 0 





Diagnosis and Treatment 


Earlier diagnosis could have been pos- 
sible by attention to headache, neck and 
backache, and vomiting which usually 
occurred two or more days before the 
onset of symptoms. During an epidemic, 
all persons with headaches, especially 
persistent headaches, should be consid- 
ered possible victims and removed to 
hospitals where spinal punctures can be 
performed immediately upon the de- 
velopment of neck, and_ backache. 
Forty-four patients in this series had 
head colds before the onset of other 
symptoms but the diagnostic significance 
of this is not clear.—K. Gtaser, M. D., 
in Kentucky M. J., Jan., 1944. 

(Spinal punctures can be performed 
safely in home or office. The old myth 
that the patient need remain quiet for 
24 hours is not true if one uses fine 
gauge needles (size 22) and local an- 
isthesia with procaine solution.—Ed.) 
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The Problem of Anxiety 


Anxiety is the most pervasive problem 
of life. Many of your patients are af- 
fected. Anxiety occupies a central posi- 
tion between the positive emotions of 
confidence and hope and the negative 
emotions of despondency and despair: 


~~ Confidence Hope 
a rr | + + 
Despondency | 


| Anxiety 
fp = 


Despair 


If an individual feels himself to be pro- 
gressing with certainty toward the satis- 
faction of his desire, he will look for- 
ward with confidence to the reaching of 
his goal. With a lesser degree of certain- 
ty of success, he may experience hope 
rather than confidence. 

If, on the other hand; he feels that 
all of his efforts are certain to be inef- 
fectual, he will despair of reaching his 
goal, he will give up. If he is somewhat 
less certain of failure but still sees very 
little chance of succeeding, he may ex- 
perience despondency. 

If the situation is not so clear in its 
meaning as to cause him to have confi- 
dence or hope, or to experience despond- 
ency and despair, he may simultaneously 
hope for the best and fear the worst. 
THIS IS ANXIETY, for anxiety is the 
complex emotion which results from a 
conflict between hope and despondency; 
it is the emotion which is experienced 
when a strong drive appears to be in 
danger of missing its goal.—D. W. Mac- 
Kinnon, M.D. in Character and Person- 
ality, Mar. 1944. 

ot 


Office Delivery in Rural Obstetrics 
This paper presents the advantages of 
office delivery of obstetric patients in 
rural areas and offers it in lieu of: (1) 
Home delivery of which there are sev- 
eral types: By midwife; by physician 
with little equipment; by physician with 
sterile outfit similar to a hospital set- 
up; and by physician with a private or 
a public health nurse assistant. (2) Hos- 
pitalization in a nearby city or town. 
Any physician who has engaged in 
rural obstetrics knows that the labor, 
after hours of progress, may suddenly 
cease and the baby not be born for a 
week or so. Other objections bear in- 
directly upon the fetal and maternal mor- 
tality and morbidity. The physician’s 
waiting is often taken as a sign of in- 
decision or of timidity in the use of 
pituitrin or of forceps. In few home de- 
liveries is the equipment available for 
insurance against all eventualities. 
The Plan Offered: The physician ob- 


tains the use of two or three extra rooms, 
and puts in ordinary single or hospital 
beds equipped with legholders. He has a 
steam sterilizer, or the use of one at 
a nearby hospital. He has the help of a 
personally trained assistant, be she nurse 
or secretary, who is in attendance in 
the daytime, and he may employ another 
for the occasional night duty. Such as- 
sistants, in addition to maintaining the 
sterile equipment, are taught to aid in 
administering the analgesic and other 
drugs used, and in observing the prog- 
ress of labor by head stethoscope and 
by rectal examination with a view to 
conserving the time of the physician. He 
is then not tempted to hurry delivery to 
the detriment of the mother and child, 
and is able to conduct his regular office 
practice. The patient with shaved and 
thoroughly scrubbed perineum (10 min- 
utes) is placed in stirrups across the 
bed, or on a nearby delivery table. Under 
the influence of barbiturates and hyo- 
scine the delivery may be completed 
without further anesthetic unless an episi- 
otomy is necessary. For this, infiltra- 
tion of the mesiolateral incision line by 
sterile 1 per cent procaine solution is 
done, maintaining an aseptic technic, 
having drapes, instruments and sutures 
under the constant care of a trained 
assistant. Mother and child are sent 
home by ambulance in a few hours or a 
day or so. 


The main causes of maternal death, 
in or following labor are: (a) puerperal 
infection; (b) post-partum hemorrhage; 
(c) placenta praevia; and (d) premature 
separation of the normally implanted 
placenta. Equipment to anticipate and 
combat each of these complications, al- 
though rarely necessary, is easy to main- 
tain available in sterile condition at all 
times in the office. 


An automatic uterine packer is kept 
loaded and sterile for employment at 
a moment’s notice. 

The treatment of placenta praevia 
(excepting centralis which is rare) is 
usually the same as that of premature 
separation of the normally implanted 
placenta—simple rupture of the mem- 
branes under sterile technic and the 
application of a tight abdominal binder. 
Blood transfusion in either of these con- 
ditions is always in order and is far 
easier done in the office than in the 
home. 

Cervical laceration, extremely rare in 
the practice of conservative obstetri- 
cians, demands suture. The first hemo- 
static suture, under good exposure, 
should be placed above the apex of the 
tear. Rupture of the uterus, rare in good 
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obstetric practice, demands 
care, hysterectomy usually. 

Apnoea neonatorum is managed by in- 
troduction of a tracheal catheter and 
administration of air or oxygen by use 
of an electric-lighted infant laryngoscope 
and a modified Flagg insufflator. 

It is suggested that the government 
agencies might do well to investigate 
the possibilities to employ rural physi- 
cians to administer prenatal care, del- 
ivery and postnatal care in their offices. 
In addition, it would be an added induce- 
ment for better trained physicians to 
practice in the rural communities where 
their services are so much needed. 


hospital 


Comment 


We all know that very recently, many 
a woman was taken to hospital only 
after labor had well begun and returned 
home by ambulance within 24 to 3 
hours, and that mother and baby were 
just as well off. 

Putting our patients to unnecessary 
expense is a large factor in the present 
threat of medical services paid for by 
taxation. 

The plan of Dr. Torpin and associates 
deserves adoption by all doctors who do 
any considerable amount of obstetrics. 
And those beds may well be used for the 
accommodation of other classes of pa- 
tients. J. M. A. Georgia, February. 1944. 


a 


Transportation of the 


Psychotic Patient 


The first impulse of the relatives and 
the physician of the markedly psychotic 
patient is to get him to an institution 
for care and treatment as soon as pos- 
sible—and often, unfortunately, by ‘‘hook 
or crook.’’ Sometimes the methods used 
to get the patient to the hospital may 
so interfere with the patient’s attitude 
toward the institution that he will not 
respond to psychotherapy for weeks. 


Honesty 


It is important that the patient be 
treated with as complete frankness and 
honesty as the situation permits. He 
should not be brought to the hospital on 
some pretense. He should be told that 
he is suffering from a mental or ner- 
vous illness for which he must go to 
the hospital. 


Preparatory Medical Treatment 
Many of these patients are difficult to 
transport because of their overactivity, 
agitation, or belligerency. In such in- 
stances drugs are essential. In the pa- 
tient who has a mild chronic disorder 
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bromides should be avoided. Another 

drug which should always be avoideg 
is morphine, which often acts as a siimy. 
lant. 

Two drugs which have proved mos 
useful in our experience are paraldehyde 
and sodium amytal. Paraldehyde is , 
safe drug in almost all patients reyard. 
less of age or physical condition. Ii the 
patient is cooperative, it can be civen 
by mouth in doses of 2 or 3 drams. If 
the patient is uncooperative, either tube 
feeding or rectal instillation is recom. 
mended. If given by rectum 3 to 5 drams 
can be given with an equal amount of 
mineral oil as a retention enema. 

Another drug which has been largely 
lost sight of is barbital, a barbiturate 
of prolonged action and minor toxicity. 
In 5 to 10 gr. doses it provides refresh- 
ing night time sleep and may be used for 
daytime sedation. Sodium amytal is used 
for the same purpose. It can be used in 
fairly large doses by mouth, intramuscu- 
larly, or intravenously. Seven and one- 
half gr. intravenously will produce rea- 
sonably deep sleep. The injection should 
be given slowly over a period of 7 to 
10 minutes to avoid respiratory depres. 
sion. 

It has been found that the addition to 
the sodium amytal of 10 mg. of benze- 
drine prepared for intravenous use pre- 
vents drowsiness and prolongs the re- 
lief of psychotic symptoms. It is con- 
traindicated in cases with cardiovascular 
disease, especially hypertension. 

The dry pack is another aid in the 
transportation of a disturbed patient, but 
can be used only if the patient is trans- 
ported in an ambulance. 

A physiologic factor which is import- 
ant, especially in hot weather, is deydra- 
tion. The solution of this problem is 
twofold, tube feeding to which 30 to 45 
gr. of salt have been added, and the in- 
troduction of small pieces of ice into the 
mouth of the patient at frequent inter- 
vals. 

Escorts 

The patient should be accompanied by 
sufficient number of escorts to use any 
physical force which may be necessary. 
Often force can be obviated by the 
choice of a sympathetic, intelligent rela- 
tive or friend who knows how to ca- 
jole or coax the patient to cooperate. 
All the foregoing suggestions wil! be 
valueless if he is turned away because 
of lack of room or inadequate papers. 
A definite appointment should be made 
in advance and the proper legal require- 
ments fulfilled.—F. E. Copurn, M. D,, in 
J. Iowa S. M. S., Sept. 1943. 





Bronchiectasis 

e Bronchiectasis may be caused by post- 
pneimonic bronchial obstruction, ob- 
structing bronchial tumors, foreign 
bodies, or developmental defects. The 
disease is serious, often fatal, occasion- 
ally curable, and frequently preventable. 
Many cases could be prevented by fol- 
lowing all patients with acute pulmonary 
infections roentgenographically after 
clinical recovery. 

Diagnosis is usually differential. Bron- 
choscopic examination with iodized oil 
may be the only basis for diagnosing 
bronchiectasis confined to the upper 
lobe. Symtoms as in bronchiectasis can 
be frequently eliminated by cure of sin- 
usitis; in true bronchiectasis, sinusitis 
occurs as a secondary infection. Surgical 
extirpation is often necessary.—H. C. 
HinsHaw, M. D., in Dis. of Chest, Mar.- 
Apr., 1944. 


Penile Uleer and Crusting 
in Infants 


e An ulcer around the urethral opening 
in infants is usually due to a small 
meatus. A meatotomy should be done, 
opening up the meatus widely and main- 
taining it by dilatation, rather than the 
local application of ointments. A con- 
genitally small meatus is overlooked un- 
less complicating ulceration, with or 
without incrustation and scab formation 
and hematuria, attracts attention.— 
M. F. Campsett, M. D., in J.A.M.A., 
Nov. 6, 1943. 


Perforated Ulcer Versus Shock 


¢ The patient whose peptic ulcer has 
perforated is not in shock. His pulse is 
not fast or weak and the blood volume is 
unchanged. Shock does not occur until 
the following peritonitis begins. 

The patient is cold, often with a sub- 
normal temperature, respirations are 
thoracic (the abdominal muscles being 
fixed), and the abdomen is rigid (very 
hard in the first few hours).—MoyNIHAN. 


*An emergency prepared for ceases to 
be an emergency. 


Diagnostic Smears and Cultures of 
Meningococcic Purpuric Lesions 


Smears and cultures from purpuric 
lesions in meningococcemia offer a rapid 
method of diagnosis. Cultures of the pur- 
puric areas proved to be the most satis- 
factory diagnostic procedure. Meningo- 
cocci were demonstrated in smears from 
the purpuric lesion in 67.5% of meningo- 
coccic infections. On culture, the organ- 
isms were isolated in 87.5% — W. G. 
BERNHARD, M.D., in J. Lab. Clin. Med., 
Mar. 1944. 


Indigestion 


e If a patient complains of ‘“‘indiges- 
tion,’’ ask him if he can eat all types of 
foods without distress. If no distress fol- 
lows, the cause of the abdominal distress 
is probably not in the stomach.—W. 
ALVAREZ, M. D., in Nervousness, Indi- 
gestion and Pain’’ (Hoeber, Publisher.) 


Vomiting of Pregnancy 


e@ All vomiting of pregnancy is hysteri- 
cal in origin. There are no toxic causes. 


The dehydration, increased ammonia 
content of the urine and peripheral neu- 
ritis are due to vomiting and lack of 
vitamin B. Psychologic therapy is all 
that is meeded.—Sm ARTHUR Horst, 
in Clin. Journ. (Eng.), Mar., 1944. 


Disturbances of Consciousness 


@ When a prolonged or a repeated dis- 
turbance of consciousness occurs, cere- 
bral lesions must be expected; 277 (97%) 
of 286 patients had cerebral findings. 
Tumors were responsible for disturb- 
ances of consciousness in 27% of pa- 
tients, infections in 22%, arteriosclerotic 
conditions in 20%, endocardial diseases 
in 8%, toxic conditions and aneurysms in 
5%, each, endocrine disturbance and 
blood diseases in 2% each and miscel- 
laneous conditions in 9%.—R. RuveEscn, 
M. D., in Dis. Nerv. System, Mar., 1944. 


“Strangling” Saliva 


@ The coming of a sticky, ropy or 
strangling type of saliva should make 
one think of a brain tumor or a slight 
stroke.—W. ALVAREZ, in ‘‘Nervousness, 
Indigestion and Pain’? (Paul Hoeber, 
Co., Publisher). 





Myalgia 

e A rapid, effective and permanent cure 
can be obtained by intramuscular injec- 
tion into the myalgic spots of 1 to 2 cc. 
of a solution made up of 1 Gm. of pro- 
caine hydrochloride, 0.5 Gm. of phenol 
and enough saline solution to make 100 cc. 
The result of a thorough and accurate 
injection is almost instantaneous relief of 
pain, relaxation of the spastic muscle and 
the absence of pain from pressure on the 
myalgic spot. The reaction of a patient 
with genuine myalgia to pressure on the 
myalgic spot is immediate pain and a 
single jerk of a part of his body.— 
M. Goon, M.D., in Jour., A. M. A., April 
24, 1943. 


Hordeolum (Stye) 

@ In the very early stage use argyrol 
10 to 20 per cent. One drop is instilled 
every three to four hours and allowed 
to remain in the conjunctival sac for 
fifteen minutes. The eye is then to be 
bathed with warm sodium bicarb solu- 
tion. At night apply 2 per cent ammo- 
niated mercury.—E. E. N. T., Oct. 1943. 


Sulfadiazine Prophylaxis of 
Scarlet Fever 
@ Sulfadiazine, in prophylactic doses of 
1 Gm. daily, effectively controlled an 
epidemic of scarlet fever due to group A, 
typed 19, hemolytic streptococci and 
caused a pronounced reduction in the 
number of respiratory complaints. 
Among several thousand men treated 
only 3 had rashes due to sulfadiazine, and 
no major toxic reactions were observed. 
Sufficient evidence has been obtained to 
justify the use of this drug in controlling 
epidemics of streptococcic infections of 
the respiratory tract.—R. F. Watson, 
M.D., in Jour. A. M. A., July 10, 1943. 


Collodion Preparation of the 
Operative Field 

@ The painting or spraying of rapid- 
drying, flexible collodion forms a smooth, 
sterile and impermeable covering for the 
operative site. Ordinary preoperative 


preparation of the skin preceded its ap-. 


plication in all cases.—James T. Nrx Jr., 
M.D. in New Orleans M. & S. J., Feb. 1943 


THERAPEUTICS 


Traumatic Injury to Eye 

@e The eye and its parts have a rich 
blood supply, usually favorable to repair. 
Foreign matter is removed, and minimal 
debridement is done. Free local applica, 
tion of a sulfonamide compound or of a 
preparation of Penicillin when available 
lessens the possibility of infection and 
permits more complete early repair, 
General chemotherapy is necessary for 
severe ocular lacerations and pene 
trating wounds of the globe, especially 
if infection is suspected.—PaRKER Heatu, 
HeaTH, M.D., in J.4.M.A., Jan. 15, 1944 


Abdominal Pain from the Cervix 
e Chronic, nagging, lower abdominal, 


pain may be caused by cervicitis or cer- 
vical erosion, Several light cauteriza- fj. 
tions of the cervix and the home use of 
vinegar or other acid douches quickly® 
cures such pain.—C,. C. McCorriston, i 
1943, Proc. Staff Meet. Honoluluf 


Dec. 
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Treatment of Gonococcic 
Ophthalmia Neonatorum 


e@ The sulfonamides used in the treat- 
ment of gonococcic ophthalmia neona- 
torum has greatly decreased the dura- 
tion of the disease and have practically 
eliminated complications. 

Patients are now treated routinely only 
with sulfathiazole by mouth. Local therap 
and mechanical protection of the un 
affected eye are apparently unnecessary. 

Sulfathiazole in doses of 1 grain per 
pound of body weight daily cured patients 
and prevented complications. — M.L. 
BLUMBERG, M. D., in Jour. A. M. A., Sept. 
18, 1943. 


Effect of Androgens Upon 
Libido in Women 

e Androgens, administered in the form of § 
testosterone proportionate in sesame oil, 
intramuscularly, pellets of testosterone 
implanted subcutaneously, or methyl tes- 
tosterone, orally, produced an increase 
in libido in all but 13 of 101 women who 
were being treated for some endocrine 
disorder. Results indicated that andro- 
gens increase susceptibility to psycho 
sexual stimulation, enhance sensitivity 
of the external genitalia and intensify 
sexual gratification. — U. J. Satmon, 
M.D., in West J. Surg., Oct. 1943. 
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Avy book reviewed in these columns 
w ll be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
C.\NE, Waukegan, Ill., is accompanied 
b [a= for the published price of 
the o 
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Bo ks — to judicious compilers, are 
ef.l; to particular arts and profes- 


ica, sion:. absolutely necessary; te men of 


real science they are tools. — SAMUEL 
0H? SON. 
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MINOR SURGERY 


(INCR SURGERY. Edited by Humphry Roll- 
esium and Alan Moncrieff. Published by 
Phiiosophical Library, New York City: (15 
E. 1th Street). 1944. Price, $5.00. 


inor surgery, in all fields, is summarized 
in didactic, outline form by many leading 
glish surgeons. 
All of the relevant topics are presented in 
brief, well classified form. A number of clear 
llustrations portray important points. 
The advantages of procaine injection of 
prains are dismissed rather casually. The 
tion on analgesia discusses local anesthesia 
injection in a few lines, although it does 
emind us of the use of a gauze pack soaked 
yith procaine solution which may be placed 
in an open wound for 10 minutes and thus 
provide analgesia. 
a 


MEDICAL CARE OF THE DISCHARGED 
HOSPITAL PATIENT 


Jensen, Weiskotten, Thomas 


{EDICAL CARE OF THE DISCHARGED 
HOSPITAL PATIENT. By Frode Jensen, 
M. D., Instructor in Medicine, Syracuse 
ary Gonege of Medicine, H. G. Weis- 
kotten, M. D., Dean and Professor of Path- 
ology, and Margaret A. as, M. A. 
(Oxon). Published by The Commonwealth 
Fund, New York, N. Y., 1944. Price $1.00. 


n this small, inexpensive volume is pointed 
put (1) the success of the general ———- 
in managing a patient from all aspects (not 
merely in giving medical or surgical treat- 
ment) after discharge from the hospital, (2) 
the tremendous saving in hosvital days. (3) 
he true advantages of a physician-patient 
relationship. 
A physician was appointed as Extramural 
Resident to supervise the care of tients 
discharged from the hospital. He soon learned 
that medical care was only part of the neces- 
management, that the patients needed 
oe practical aves inne often, 
the relatives who had m taught gave such 
ood care that visiting nurses were not neces- 
sary), that the homes needed inspection as to 
suitability for such a personality and such a 
physical condition (such as, climbing stairs 
for a cardiac patient) and that after establish- 
ing himself as a sympathetic advisor and 
friend, he was able to be of real help when- 
ever disturbing situations arose. 
For those physicians (including the review- 
er) who have always felt that scientific medi- 
cine could of be practiced in the h tal 
or office, the figures indicating only one-third 
of patients with chronic illmesses are really 
benefited by hospital care alone, be 
thought provoking. 


SIMPLIFIED DIABETIC 
MANAGEMENT. 


Beardwood and. Kelly 


SIMPLIFIED DIABETIC MANAGEMENT. By 
Joseph T. Beardwood, Jr.. A. B., M. D., 
F. A.C. P., Assoc. Prof. Medicine, Graduate 
School, University of Pennsylvdnia; Chief, 
Department of Medicine, Doctor’s Hospital, 
etc. Fourth Edition, Philadelphia, London, 
Montreal; J. B. Lippincott Company. 1944. 
Price $1.50. 


This manual on diabetes will save much of 
— time. It can be safely given to patients 
or reference at home and to answer their 
questions. Danger signs which necessitate the 
consultation with a physician are stressed and 
the importance of keeping under constant 
_ is emphasized. 

urgers exercises for peripheral circula- 
tion in the legs are illustrated so that the 
average = can carry them out easily at 
home. Photographs show each stage in the 
withdrawal of insulin from the vial and in- 
jection. 

The newer types of insulin are discussed. 
Very important from the patient’s standpoint 
and to refresh the physician, an excellent 
table of differential diagnosis of diabetic 
acidosis, insulin reaction (ordinary insulin) 
and insulin reaction (protamine). Many older 
diabetics do not realize that the symptoms of 
a protamine reaction may resemble those of 
an acute mental upset and that the usual 
hunger and weakness may not appear. 

Dietary measurements and home methods 
of quickly estimating the proper amounts of 
foods are given in detail. 


> 


LABORATORY METHODS OF 
UNITED STATES ARMY 


Simmons and Gentzkow 


THE LABORATORY METHODS OF THE 
UNITED STATES ARMY. Edited by J. S. 
Simmons, M.D., Ph.D., D.P.H., Sc.D. (Hon.) 
Brigadier General, United States Army; 
Chief of Preventive Medicine Service, Office 
of the Surgeon General, U. S. Army; Lec- 
turer, Department of Preventive Medicine, 
Johns Hopkins Universi Medical School, 
etc. and Cleon J. Gentz », weae., PRE. 
Colonel, Medical Corps, U.S. Armu. Com- 
manding Officer, Deshon General Hospital, 
Butler, Pennsylvania. Fifth Edition. 823 
pages. Published by Lea & Febiger, Phila- 
delphia, Pa. 1944. Price $7.50. (Fabricated 
cover.) 

An enormous wealth of information has been 

collected by the leading medical officers in 

charge of laboratory sciences of the United 

States Army. All laboratory methods that 

might be useful to military medicine are 

described in detail including chemistry, clin- 

ical pathology, bacteriology, mycology, vi- 

ruses, protozcology, entomology and others. 

The procedures described are essentially those 

used by the United States army; consequent- 

ly, they do not include a complete list of 
methods available. It is obvious that a large 
number of leading investigators had to con- 
tribute to such an ambitious undertaking. 

Most chapters are written with military 
precision avoiding any non-essential state- 
ments. Literature is given only in a rather 
sketchy way and might have been omitted 
entirely. Clear illustrations and good colored 
pictures serve to elaborate and clarify the 
issues involved. Naturally, there are differ- 
ences in quality of the single chapters but 
the general standard is so high as to make it 
impossible to select certain contributions as 
outstanding ones. It would be unjust to the 

others.—E. W. 





CLINICAL MEDICINE 


PSYCHOLOGICAL MEDICINE 
Tredgold 

MANUAL OF PSYCHOLOGICAL MEDICINE, 
For Practitioners and Students. By A. F. 
Tredgold, M.D., F.R.C.P., F.R.S.E., Con- 
sulting Physician to University College Hos- 
pital, London: Lecturer on Mental Defi- 
og London University. Published by 
The Williams and Wilkins Company, Balti- 
more. Md., 1943, Price, $5.00. 


With the increasing interest in psychosomatic 
medicine among general practitioners, a de- 
mand has arisen for brief texts on psychiatric 
subjects. 

“Psychological medicine is an important 
part of medical practice at all times; it is es- 

cially important now, when civilian prac- 

tioners, members of medical recruiting and 
pension boards, and medical officers in the 
armed forces are constantly confronted with 
persons suffering from some form of mental 
abnormality. The failure to recognize and 
provide suitable treatment for this has often 
resulted in disastrous consequences to the in- 
dividual as well as unnecessary expense, and 
even danger to the community.” 

Many civilian physicians do not realize the 
magnitude of the problem. Your reviewer, 
serving at a hospital for Coast Guard and 
merchant seamen, is impressed with the 
number of psychoneurotics to be found in 
apparently normal young and middle aged 
men. Almost one-half of veterans and service 
men on leave applying for emergency care at 
this hospital either have no organic disease 
or organic disease plus symptoms of con- 
stitutional inadequacy. These men cannot be 
dismissed lightly with the remark that noth- 
ing is wrong with them. Time must be taken 
to f their story, to learn if they have ever 
had a nervous breakdown, if they could keep 
a job for a number of years, the reason for 
their discharge (quite often, an organic dis- 
ease is given because they were never in- 
formed as to the exact reason for discharge), 
their ability to get along with other persons, 
what makes them “nervous” and so on. 

The author's discussion, on two brief pages, 
of the woman patient who has repeated diag- 
noses and operations is a classic. It is wor 
the price of the volume. 

Newest methods of treatment, including 
narcosis and shock treatments, are indicated 
under their proper headings. 


> 


ORAL PATHOLOGY 
Thoma and Pratt 

TAlpinal rocmigeuological and citeical study 
al, roentg cal and clinical study 
of the diseases of the teeth, jaws and 
mouth. By Kurt H. Thoma, D.M.D., Profes- 
sor of Oral Surgery and Oral Pathology, 
Harvard University; Oral Surgeon and Chief 
of Dental Service, Massachusetts General 
ospital; Oral Surgeon to Brooks Hospital; 
Dental surgeon to Dental Department and 
Consultant in Oral Surgery to Tumor De- 
rtment, Boston Dispensary and Joseph H. 
ratt Diagnostic Clinic; Consulting Oral 
Surgeon, New England Baptist Hospital; 
Consulting Oral Surgeon, Beth Israel Hos- 
pital. Published by The C. V. Mosby Com- 

pany, St. Louis. Mo.. 1944. Price, $15.00. 


The popularity of this book is evidenced by 
the fact that a second editon of it is necessary 
to supply the demand, since it was first 
copyrighted in 1941. This second edition has 
been reviewed and additions made to include 
some of the rarer diseases, omitted from the 
first edition, and to bring the text up to date. 

The book is very comprehensive, presentin, 
the ee conditions ef the hard an 
soft tissues of the mouth as a whole, as well 
as of the teeth and their supporting struc- 


tures. It deals with all phases of ora 
pathology, presenting the pre-natal factors 
influencing the development of the teetl. ang 
—. with the resultant symptoms when ‘hese 
actors are not normal; the oral mani‘esta. 
tions which are symptomatic of certain ora| 
conditions on general health; as well as the 
diseases and injuries to the teeth and 1.outh 
which are due to local factors. It ende: vors, 
also, to correlate the microscopic picture with 
the roentgen and clinical findings. The 1329 
pages of text are profusely illustrated with 
= pictures and diagrams, including 128 jp 
color. 

Although this book was apparently w ‘itten 
primarily for the dental profession, it c:n be 
recommended as an excellent reference book 
for any member of the Medical profi ssion 
who is interested in or is called upon to diag. 
nose pathological sone of the oral cavi- 

* 
VASCULAR RESPONSES IN THE: 


EXTREMITIES 


Abramson 


VASCULAR RESPONSES IN THE EXTEREMI- 
TIES OF MAN IN HEALTH AND DISEASE. 
By David I. Abramson, M.D., F.A.C.P., As. 
sociate in Charge of Cardiovascular Re- 
search, May Institute for Medical Research 
of the Jewish Hospital, and Instructor in 
Pharmacology, University of Cincinnati Col- 
lege of Medicine; The University of Chicago 
Press, Chicago, Illinois, 1944. Price $5.00. 

The author furnishes the relevant information 

on the physiologic responses of blood vessels 

in the extremities and discusses the peripheral 
vascular disorders from the functional as op 
posed to the clinical view. 

He feels that the venous occlusion pelthysmo 
graphic method gives the most trustworthy 
information. Sufficient data are furnished s0 
that one may assemble the necessary equip. 
ment and use it properly. 

The literature has been thoroughly combed 
and all relevant references quoted throughout 
the text. This is an ideal book for all sur- 
geons and physicians who wish to have 
grouped in one place a summary of the work 
resulting from investigations carried out dur- 
ing recent years. 

Those who have followed the lead of the 
workers at the Mayo Clinic and considered 
that the hypertensive patient was hypersensi- 
tive to cold (the cold pressor test), will learn 
that there has been little conclusive evidence 
that such a test serves to indicate the hyper- 
tensive patient. 

The epinephrine test (injection of 1% to 1 
cc.) as a test for hyperthyroidism is properly 
discredited. Normal individuals may respond 
very markedly to this sympathetic stimulant. 

ey 


MEDICAL PARASITOLOGY 
Huff 
A MANUAL OF MEDICAL PARASITOLOGY. 

By Clay G. Huff, Professor of Parasitology, 

University of Chicago. Published by The 

University of Chicago Press, Chicago, Illi 

nois. 1944. Price $1.50. 

For the physician who has not kept up on 
parasitology, this small manual is warmly 
recommended. It contains illustrations of the 
parasites (including colored illustrations of 
the malarial parasites) of all types together 
with brief notes summarizing the important 
facts concerning each one. e final chapter 
on the laboratory diagnosis of parasitic im 
fection is immediately usable, being clear 
yet brief. In view of the tremendous amount 
of travel to all parts of the world now goin 
on, every physician should have at hand sw 
a reference. 





